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Recent gains in understanding the effects of childhood maltreatment on the development
of the brain and nervous system, combined with the revelation that nearly all psychiatric
neuroimaging studies have had an unrecognized confound in childhood maltreatment, imply the
possibility that psychotherapy treatment effectiveness studies have been similarly confounded by
childhood maltreatment. This study examines whether treatment-seeking adults exposed to
childhood maltreatment respond differently to psychotherapy than do individuals who report no
history of childhood maltreatment. Response to therapy is conceptualized in this study as
reduction in symptom measures pre- and post- treatment, as well as client dropout. It is
hypothesized that people with a history of childhood maltreatment experience psychotherapy
differently, may experience differences in symptom reduction and be more likely to drop out of
treatment, than people with no history of childhood maltreatment. The current study examines
psychotherapy effectiveness in symptom reduction and dropout rates of clients who experienced
childhood maltreatment as compared to those with no history of childhood maltreatment.
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CHAPTER I
INTRODUCTION
In a research review published by two Harvard Medical School researchers, Teicher and
Samson (2016), they proposed a potential causal relationship between childhood maltreatment
and alterations of brain development. They found that verbal abuse, witnessing domestic
violence, and sexual abuse in childhood appear to specifically target auditory, visual, and sensory
brain regions that process and convey the aversive experience. In other words, the experience of
maltreatment may alter the course of brain development in childhood, specifically in those
regions and processes of the brain that convey the maltreatment. These alterations change the
brain structures and functions responsible for risk and safety appraisal (Hart et al., 2018) and
result in enduring difficulties regulating emotional responses throughout life (van der Kolk,
2016). In neurobiological research literature this difficulty with risk assessment and emotion
regulation is referred to as “limbic irritability” (Teicher & Samson, 2016).
In addition, individuals exposed to childhood maltreatment may be more likely than the
general population to seek counseling services due to their higher prevalence of mental illness
including depression, anxiety, substance abuse, suicidality (Lippard & Nemeroff, 2020), PTSD
(Teicher & Samson, 2013), personality disorders (Waxman et al., 2014), and psychosis (Bendall
et al., 2008). Maltreated individuals seeking treatment for mental health disorders may enter into
a therapeutic relationship with an underlying but unidentified impairment in their ability to
assess risk and feel safe in interpersonal relationships. Yet, research into the common factors
1

underlying the effectiveness of most psychotherapy treatment modalities identifies one major
factor in successful treatment as the quality of relationship between the individual and
practitioner (Laska et al., 2014; Weinberger & Rasco, 2007). When an individual seeking
counseling services has an impairment in their ability to establish a high-quality trusting
relationship, then this therapeutic factor may be diminished or absent altogether resulting in the
therapist unknowingly utilizing treatment modalities that are compromised in their effectiveness.
Two other common factors in psychotherapy include confronting the problem (exposure)
and experiences of mastery or control (Weinberger & Rasco, 2007). Maltreated individuals are
more likely to have difficulty tolerating exposure to problematic material due to limbic
irritability and the resulting impaired regulation of emotional and physiological responses.
Therefore, these individuals also have a decreased probability of experiencing mastery or control
over such exposure experiences as compared to individuals who have not experienced childhood
maltreatment. In short, it appears that alterations in brain development resulting from childhood
maltreatment may increase the probability that an individual seeks counseling services. These
alterations may simultaneously diminish the effectiveness of those counseling services as
compared to the treatment experiences of individuals who did not experience childhood
maltreatment.
Adverse Childhood Experiences (ACE)
One of the most common ways of measuring childhood maltreatment comes from the
landmark Adverse Childhood Experiences (ACE) study. This study surveyed 9,508 U.S. adults
and examined ten categories of adverse childhood experiences: (a) psychological, (b) physical, or
(c) sexual abuse; (d) physical or (e) emotional neglect; (f) parental divorce; (g) violence against
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mother; or living with household members who were (h) substance abusers, (i) mentally ill or
suicidal, or (j) ever imprisoned (Felitti et al., 1998).
Participant’s ACE scores are a simple summation of the number of adverse childhood
experiences that they affirmed. The researchers compared the participant’s ACE score with
health outcome data gathered about the participants during standardized medical evaluations at a
large HMO. The number of ACEs reported were compared to measures of adult risk behavior,
health status, and disease. A strong dose-response relationship was found between the number of
ACEs experienced by an individual and 10 risk factors for some of the leading causes of death in
adults including: (a) ischemic heart disease, (b) cancer, (c) chronic lung disease, (d) skeletal
fractures, and (e) liver disease.
These risk factors included smoking, severe obesity, physical inactivity, depressed mood,
suicide attempts, alcoholism, any drug abuse, parenteral drug abuse, a high lifetime number of
sexual partners (>50), and a history of having a sexually transmitted disease. Individuals in the
study who experience four or more categories of ACEs were also found to have a 4- to 12-fold
increased health risk for mental health related problems such as alcoholism, drug abuse,
depression, and suicide attempts as compared to those who had experienced no adverse
childhood experiences (Felitti et al., 1998).
In 2006 Felitti and his partner Anda (Anda et al., 2006) published a followed-up to the
ACE study that expanded upon the risk factors examined in relation to ACEs and included,
among other factors, mental health outcomes. The researchers in this study found that people
with an ACE score of four or higher have an increased risk of negative mental health outcomes
for conditions such as (a) panic reactions (2.5-fold increase), (b) depressed affect (3.6-fold
increase), (c) anxiety (2.4-fold increase), and (d) hallucinations (2.7-fold increase).
3

A recent meta-analysis of ACE research examined 37 ACE studies that included 235,710 total
participants from 17 different countries (Hughes et al., 2017). It found that 13% of participants
reported experiencing four or more ACEs. These individuals with high ACE scores were found
to have about a 4 times higher risk for mental health disorders such as anxiety and depression, 5
times higher risk of illicit drug use or problem alcohol use, and more than 30-times higher risk
for suicide attempt.
In addition, these data suggested that individuals with a history of adverse childhood
experiences were more likely to require mental health services given their increased odds of
experiencing these common mental health problems as compared to individuals with no reported
exposure to childhood maltreatment. Again, not only may maltreated individuals experience
alterations in brain development that likely diminish psychotherapy effectiveness, but they
simultaneously are more likely to experience psychopathology and seek counseling services as
compared to individuals who report no ACEs.
Confounding Effect of Childhood Maltreatment
Teicher & Samson (2016) also concluded that childhood maltreatment has been an
unrecognized confound in nearly all psychiatric neuroimaging studies, suggesting the neurodevelopmental effects of childhood maltreatment were unknowingly impacting the results of
twenty years of psychiatric neuroimaging research. The identification of childhood
maltreatment’s potential impact on neurological development and its reported confounding
influence on psychiatric neuroimaging studies raises the question of whether childhood
maltreatment is also an unrecognized confound in the study of psychotherapy effectiveness.
The relationship between childhood maltreatment and psychopathology has long been
suspected by practitioners (Ball & Links, 2009; Kessler et al., 2010), but studies have not
4

documented sufficient scientific data to warrant inclusion of childhood maltreatment in the
field’s diagnostic systems (van der Kolk, 2014). It is therefore unsurprising that few
psychotherapy effectiveness researchers have controlled for childhood maltreatment as a
potentially confounding variable (Nemeroff, 2016). Researchers have instead focused on
studying the effectiveness of treatment approaches on existing diagnostic categories such as
mood disorders, anxiety disorders and personality disorders (Lambert, 2019).
This approach may be problematic given the data indicating that childhood maltreatment
is associated with reliable changes to form and structure in at least five specific brain centers
involved in interpersonal functioning (Teicher & Samson, 2016). As van der Kolk (2016)
described it in his commentary on the Teicher and Samson research review, people who have
been exposed to brain-altering childhood maltreatment experience the world with a different
nervous system. If maltreated individuals experience the world with a different nervous system,
then these differences may impair the individual’s ability to both experience trust in relationships
and to regulate emotional and physiological responses when exposed to disturbing material.
Because these impairments impact key common factors in the effectiveness of psychotherapy, it
is likely these individuals experience altered psychotherapy effectiveness as compared to that of
individuals who did not experience childhood maltreatment.
As the effects of childhood maltreatment on neurological development and mental health
outcomes come into greater focus for the profession, one next step is to determine whether
individuals who retrospectively self-report exposure to childhood maltreatment experience
different psychotherapy outcomes when compared to individuals who report no exposure to
childhood maltreatment. The focus of this study is to answer the question, is there an increased
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risk of differing psychotherapy outcomes for individuals who retrospectively self-report
childhood maltreatment versus individuals who self-report no childhood maltreatment?
Statement of the Problem
No diagnostic category has been defined by the American Psychiatric Association’s
(2013) Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5) for pathology
related to developmental trauma (van der Kolk, 2014). In addition, researchers have rarely
studied the contrast in effectiveness of psychotherapy between individuals who were maltreated
as children and those who did not experience childhood maltreatment (Nemeroff, 2016). If brain
function is altered by childhood maltreatment, then people with altered brain function due to
childhood maltreatment may respond to psychotherapy treatment differently than those with
unaltered brain development. Researchers have focused on studying the effectiveness of
treatment approaches on existing diagnostic categories such as mood disorders, anxiety disorders
and personality disorders.
As was noted previously, Teicher and Samson (2016) indicated that childhood
maltreatment has been an unrecognized confound in almost all psychiatric neuroimaging studies.
A review of the recent psychotherapy effectiveness literature for this study reveals that childhood
maltreatment is frequently uncontrolled (Nemeroff, 2016). This again raises the question of
whether existing treatment modalities are as effective for mental health issues experienced by
individuals who experienced childhood maltreatment as they are for non-maltreated individuals.
Individuals who experienced childhood maltreatment have been shown to have reliable
changes in neurological development. These neurological changes impact systems responsible
for threat and safety assessment, emotion regulation, and reward anticipation (Hart et al., 2018;
Lippard & Nemeroff, 2020; Teicher & Samson, 2016). The changes in these systems can result
6

in impairment in the individual’s ability to (a) establish trusting relationships, (b) regulate the
distressing emotions often experienced in psychotherapy, and (c) tolerate feeling unsafe and
distressed in anticipation of future improvement. These impairments may diminish the
effectiveness of psychotherapy interventions that depend upon three common factors of
psychotherapy (Laska et al., 2014; Weinberger & Rasco, 2007). The factors impacted are the
client’s ability to (a) establish a therapeutic alliance with the counselor, (b) regulate their
emotions when they become distressed in session, and (c) remain in treatment long enough for
change to occur. Moreover, counselors are likely unaware of these impairments and therefore
employ interventions that are inadvertently geared toward unimpaired individuals with more
typical neurological development.
Researchers of psychotherapy effectiveness also face potential difficulties. Studies that
do not control for childhood maltreatment may be confounded in two ways. First, individuals
with childhood maltreatment may experience differences in symptom reduction due to the
differences in neurological development as compared to individuals with no childhood
maltreatment. Second, individuals with childhood maltreatment may drop out at higher rates due
to impairments in their ability to assess threat and safety, regulate emotion, and anticipate future
rewards. If such individuals drop out at significantly higher rates in effectiveness studies, then
the samples studied may be skewed toward individuals who did not experience childhood
maltreatment. This is in contrast to studies that suggest individuals seeking counseling services
tend to skew toward those who experienced childhood maltreatment (Grote et al., 2012;
Harkness et al., 2012; Nanni et al., 2012). In short, psychotherapy effectiveness researchers who
fail to control for childhood maltreatment may be testing their interventions on samples
markedly different than those who seek treatment.
7

This study explored whether individuals who retrospectively self-reported childhood
maltreatment experienced differences in psychotherapy effectiveness as compared to those who
reported no childhood maltreatment. Psychotherapy effectiveness was subdivided into two
components. First, it included the degree of symptom changes using pre- and post- measures of
anxiety and depression. Second, psychotherapy effectiveness included the rate of participant
dropout defined as the percent of participants who dropped out of counseling prior to completing
eight sessions of treatment.
Purpose of the Study
The purpose of this study is to determine whether psychotherapy outcomes differ
between adult individuals exposed to childhood maltreatment and adults who report no exposure.
To this end, two questions were examined.
First, does prior exposure to childhood maltreatment alter psychotherapy effectiveness in
adulthood as measured by symptom changes? Statistical analysis of this relationships will
address the following research question:
Research Question 1: Do individuals who self-report severe childhood maltreatment
experience altered psychotherapy effectiveness, as measured by mean changes in
client symptoms pre- and post- treatment, compared to individuals who report
either mild/moderate levels of childhood maltreatment or no childhood
maltreatment?
The research hypothesis is that individuals exposed to severe levels of childhood maltreatment
will report mean pre- and post- differences in symptom measures for anxiety and depression after
eight weeks of psychotherapy treatment as compared to individuals who report either
mild/moderate levels of childhood maltreatment or no childhood maltreatment.
8

Second, does prior exposure to childhood maltreatment change the likelihood of dropping
out of psychotherapy in adulthood? Statistical analysis of this relationships will address the
following research question:
Research Question 2: Do individuals who self-report severe childhood maltreatment
experience reduced psychotherapy effectiveness, as measured by frequency of
client dropout from treatment, compared to individuals who report either
mild/moderate levels of childhood maltreatment or no childhood maltreatment?
The research hypothesis is that individuals exposed to severe levels of childhood maltreatment
will drop out of therapy at a higher rate than people who report mild/moderate levels of
childhood maltreatment or no childhood maltreatment. If treatment seeking adults who report
exposure to maltreatment in childhood experience differing levels of symptom reduction or drop
out of psychotherapy at different rates than individuals who report no history of childhood
maltreatment, then prior exposure to childhood maltreatment may confound the effectiveness of
psychotherapy in adulthood.
Importance of the Study
It may be possible that effectiveness studies of psychotherapies have been confounded by
the presence of participants who experienced childhood maltreatment that altered neurological
systems responsible for threat and safety assessment, emotion regulation, and reward
anticipation. The nature of these childhood-maltreated brain alterations may leave affected
individuals impaired in their ability to (a) establish trusting relationships, (b) regulate their
emotions when exposed to problematic material in session, and (c) anticipate the long-term
rewards that tolerating feeling unsafe and dysregulated during session may yield in the future
(Lippard & Nemeroff, 2020). These impairments impact three important common factors of
9

psychotherapy (Weinberger & Rasco, 2007), and may therefore have a deleterious impact on the
effectiveness of most modern psychotherapy modalities. This study examines whether childhood
maltreatment-exposed individuals respond to psychotherapy treatment differently than do
individuals who have not been exposed to childhood maltreatment.
If it is true that maltreated individuals experience differing rates of symptom reduction or
dropout than the general population, then it is important that the mental health field develop new
strategies for the assessment, diagnosis, retention, and treatment of this population. The current
guidance to mental health professionals treating symptoms related to developmental trauma is to
employ evidence-based therapies such as cognitive behavioral therapy (CBT). However, it may
be necessary to identify treatment approaches that are more targeted and effective for people
with trauma-altered brains and nervous systems.
There is a dearth of literature of the effects of childhood maltreatment on psychotherapy
effectiveness. This study sought to add to that literature by providing evidence of whether client
impairments resulting from childhood maltreatment negatively affect psychotherapy
effectiveness. If this study finds evidence that childhood maltreatment negatively affects
psychotherapy effectiveness, then a branch of inquiry is opened for the field.
Future research could include efficient and accurate assessment of at-risk individuals,
interventions designed to mitigate client impairments in this area, and appropriate treatment
modalities for these individuals. Best practices could be established for counselors to improve
symptom reduction or decrease the risk of dropping out. Other areas of research interest may
include studying the effects of childhood maltreatment derived neurological impairments on
marital relationships, parent-child relationships, and couples and family counseling treatment
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modalities. In short, the field would become aware of subgroup of clients that counselors have
unknowingly underserved and could begin to work to correct this problem.
Limitations
The current study had several factors that limit the conclusions that can be drawn from its
findings. One limitation is the lack of randomization in sample selection and assignment. The
study employed a convenience sample of individuals seeking treatment in a graduate school
counseling center and used levels of the independent variable, self-report of childhood
maltreatment, as the basis for group assignment. This sampling method, while common for this
type of study, limits the generalizability of its conclusions.
A second limitation is that although the graduate counseling students providing
psychotherapy services in the study received weekly supervision, treatment manuals were not
used, and therapy sessions were not directly monitored by supervisors. For these reasons there
may be inconsistent treatment protocols employed. The study makes use of randomized
counselor assignment to participant in order to partially mitigate this limitation.
A third limitation is the use of retrospective self-reports of childhood maltreatment. The
relationships between prospective reports, retrospective reports, and true occurrences of
maltreatment in childhood are complex. There appears to be poor agreement between
prospective and retrospective reports of childhood maltreatment, and recent studies suggested
that prospective and retrospective measures identify different groups of individuals (Baldwin et
al., 2019; Newbury et al., 2018). These differences may be due to confounding motivations of
the reporters (e.g., avoidance of discovery, embarrassment, discomfort discussing upsetting
events), differences in sensitivity of the measures (e.g., prospective reports may only capture the
most severe cases whereas retrospective reports might detect more true cases), or in
11

underreporting and overreporting of actual experiences. Underreporting may be due to memory
deficits, amnesia, forgetting, and avoidance while overreporting may occur due to suggestibility
or negative bias in memory (Baldwin et al., 2019).
Despite these differences, data suggested that both prospectively and retrospectively
measured experiences of maltreatment in childhood correlate to negative health outcomes
(Reuben et al., 2016). There appeared to be agreement that retrospectively reported childhood
maltreatment is a reasonable means of identifying at-risk individuals (Baldwin et al., 2019;
Fergusson et al., 2011; Newbury et al., 2018; Scott et al., 2012).
Conceptual Definitions of Terms
Childhood Maltreatment
Childhood maltreatment is defined as exposure to one of 10 categories of adverse
childhood experiences including: (a) verbal abuse, (b) physical abuse, (c) sexual abuse, (d)
emotional neglect, (e) physical neglect, (f) parental separation or divorce, (g) having a battered
mother, (h) household drug abuse, (i) household mental illness or suicide, or (j) household
criminal behavior (Felitti et al., 1998).
Psychotherapy Effectiveness
Psychotherapy effectiveness in adulthood is conceptualized in two parts for this study.
First it consists of symptom reduction. Symptom reduction is defined as a reduction in
depressive and anxiety symptoms, as measured by self-report, between pre- and post- treatment.
Second, psychotherapy effectiveness consists of dropout rate. Dropout rate in this study
measured the percentage of individuals presenting for treatment who do not complete the
prescribed eight sessions of treatment (Hamilton et al., 2011).
12

Operational Definitions of Terms
Childhood Maltreatment
The ACE questionnaire (Felitti et al., 1998) will be used to measure childhood
maltreatment. This questionnaire is an empirically supported self-assessment of the number of
categories of adverse childhood experiences an individual has experienced. (Ford et al., 2014;
Kidman et al., 2019; Meinck et al., 2017). It assesses many of the most common sources of stress
that children may suffer early in life, including multiple types of abuse; neglect; violence; and
household dysfunction.
For the present study, individual ACE scores were organized into three groups: (a) “No
ACEs”, (b) “1 – 3 ACEs”, and (c) “4+ ACEs”. The No ACEs group consisted of individuals who
reported experiencing no adverse childhood experiences. This group represented individuals who
report no exposure to childhood maltreatment. They are thought to have no added risk of altered
neurological development. The 1 - 3 ACEs group consisted of individuals who reported an ACE
score between 1 and 3. This group is believed to have a mild to moderate risk of experiencing
altered neurology due to childhood maltreatment. The 4+ ACEs group consisted of individuals
with an ACE score of 4 or greater. This group is theorized to have the highest risk of
experiencing alterations in threat and safety assessment, reward anticipation, and emotion
regulation associated with childhood maltreatment.
Symptom Measures
Depressive Symptoms
Depressive symptoms are defined as experiencing symptoms of depression as measured
the DSM-5 Severity Measure for Depression—Adult (PROMIS-SF-Depression) instrument. The
PROMIS-SF-Depression is an empirically supported brief assessment for depression (Clark &
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Kuhl, 2014; Pilkonis et al., 2014; Pilkonis et al., 2011) that was included in a suite of
assessments made publicly available by the American Psychiatric Association when the DSM-5
was published. The Patient-Reported Outcomes Measurement Information System (PROMIS) is
an NIH Roadmap initiative devoted to developing better measurement tools for assessing
constructs relevant to the clinical investigation and treatment of all diseases, including emotional
distress. The measures can be freely obtained from the PROMIS website (PROMIS, 2021). The
PROMIS-SF-Depression psychometric properties have strong convergent validity with legacy
self-report instruments measuring depression such as the PHQ-9, with a Cronbach's alpha of .81
and a reliability of .92 (Pilkonis et al., 2014). The PROMIS Depression scales have also recently
been reported to be responsive (sensitive to change) and are therefore appropriate as outcome
measures in research as well as for monitoring treatment in clinical practice (Kroenke et al.,
2021).
Anxiety Symptoms
Anxiety symptoms are defined as experiencing symptoms of anxiety as measured by the
DSM-5 Severity Measure for Anxiety—Adult (PROMIS-SF-Anxiety). The PROMIS-SFAnxiety is an empirically supported brief assessment for anxiety (Clark & Kuhl, 2014; Pilkonis
et al., 2011). It too is part of the suite of PROMIS assessments discussed above. The
psychometric properties of the PROMIS assessments of anxiety and depression were recently
assessed for use with bariatric surgical candidates, and the study concluded that the instrument
demonstrated good reliability (Cronbach’s alpha of 0.91) , validity (B = -0.10, p < .01), and
invariance across race and sex (Kudel et al., 2019). The psychometric properties of these
assessments were also studied for rheumatoid arthritis patients and compared to 4 other legacy
measures. The study found that the PROMIS scales had the highest internal consistency
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reliability of all measures examined, and that it has a high test–retest reliability (Hitchon et al.,
2020).
Summary
The study by Teicher and Samson (2016) revealed a potential causal relationship between
childhood maltreatment and the alteration of brain development and which has been linked to
numerous pathologies. They indicate that childhood maltreatment has been an unidentified
confound in nearly all psychiatric neuroimaging studies. The authors also suggest that there may
be clinical implications to the alterations in brain development caused by childhood maltreatment
depending on whether the alterations occur in the cortical or subcortical regions.
In his review of Teicher and Samson, van der Kolk (2016) noted that people exposed to
childhood maltreatment experience the world with different nervous systems. This study seeks to
answer whether individuals exposed to childhood maltreatment experience altered psychotherapy
effectiveness as compared to those with no childhood maltreatment. It compares dropout rates
and differences in symptom reductions between individuals who experienced childhood
maltreatment with those individuals did not experience childhood maltreatment.
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CHAPTER II
REVIEW OF THE LITERATURE
The literature review begins by focusing on studies of the neurological impact of child
maltreatment on brain development. These alterations include brain centers responsible for threat
detection and emotion regulation, both important functions utilized by individuals receiving
psychotherapy treatment. Exposure to childhood maltreatment also appears to increase the
likelihood of later development of psychopathology, so studies that have established a
relationship between child maltreatment and adult psychopathology. Studies that link negative
health outcomes and child maltreatment, are reviewed. Next, literature is reviewed that studies
psychotherapy effectiveness and psychotherapy dropout rates to determine if controls were in
place for child maltreatment. Also included in this review is literature on the potential for
childhood exposure to discrimination or racism to function as an adverse childhood experience.
Finally, a review of the literature related to assessment instruments for childhood maltreatment,
anxiety, and depression is presented.
Neurological Impact of Child Maltreatment
The present study emerges from the work of Teicher & Samson in their research review
of the neurobiological effects of childhood maltreatment (Teicher & Samson, 2016). They
reviewed 24 years of psychiatric neuroimaging studies and concluded that there is a potential
causal relationship between childhood maltreatment and alterations of brain development. The
study also concluded that childhood maltreatment has been an unrecognized confound in almost
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all psychiatric neuroimaging studies. Teicher & Samson identified major subcortical regions of
the brain that can be directly altered by exposure to various forms of childhood maltreatment
during childhood development. They suggested that optimal treatment strategies differ for
individuals who experienced childhood maltreatment depending on whether affected components
of the individual’s neurology are cortical or subcortical.
This suggestion echoed van der Kolk’s (2006) assertion that traumatized individuals
require treatment that includes increasing tolerance for, and modulation of, subcortical arousal.
Effective treatment involves changing the limbic system’s response to stimuli which van der
Kolk later termed limbic system therapy (van der Kolk, 2014).
In a companion study led by Teicher, researchers reviewed evidence from over 180 original
studies that suggested that childhood maltreatment alters brain development in ways that affect
sensory systems, neurological architecture, and circuits involved in: (a) threat detection, (b)
emotional regulation, and (c) reward anticipation (Teicher et al., 2016). These alterations in brain
development were theorized to be adaptive responses during development that facilitate survival
in the face of adversity (Teicher & Samson, 2016).
Childhood maltreatment has been associated with diminished volumes of grey matter in
parts of the prefrontal cortex (Hanson et al., 2012), anterior cingulate (Cohen et al., 2006), as
well as important structures in the limbic system including the amygdala (Teicher & Samson,
2016), hippocampus, insula and striatum (Edmiston et al., 2011; Van Dam et al., 2014). More
recently, studies have suggested an association between childhood maltreatment and decreases in
the structural integrity of white matter in these same regions, and that the neurobiological
changes associated with childhood maltreatment may be related to risk for psychopathology
(Lippard & Nemeroff, 2020). Each of these structures has a high density of glucocorticoid
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receptors making them susceptible to developmental alterations in response excessive levels of
the stress hormone cortisol and other glucocorticoids (Teicher & Samson, 2016).
These structures each play an important role in an individual’s response to the counseling
process. The hippocampus is critical in the retrieval of autobiographical memories and provides
the individual with a sense of their position in time and space. The amygdala has access to
sensory information pre-cognition and is critical in threat detection, implicit memory retrieval,
and linking external stimuli to an individual’s defense response to perceived threats (LeDoux,
2003; LeDoux, 1993). Decision making, emotion regulation, and inhibitory control are believed
to be governed in important ways by the prefrontal cortex and anterior cingulate, while the
striatum is associated with the anticipation of rewards, which is a crucial aspect of an
individual’s expectation of the benefits of counseling. Finally, the insula works together with the
anterior cingulate to engender the feelings and motivations that make up one’s experience of
emotions (Teicher & Samson, 2016).
The identification of childhood maltreatment’s impact on neurological development and
its confounding influence on psychiatric neuroimaging studies raises the question of whether
these alterations in brain development may diminish the effectiveness of psychotherapy
treatment. The nature of these childhood-maltreated brain alterations may leave affected
individuals impaired in their ability to (a) establish trusting relationships, (b) regulate their
emotions when exposed to problematic material in session, and (c) anticipate the long-term
rewards of psychotherapy despite feeling unsafe with their counselor and dysregulated during
session. These impairments impact three important common factors of psychotherapy
(Weinberger & Rasco, 2007), and may therefore have a deleterious impact on the effectiveness
of most modern psychotherapy modalities.
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The first of these common factors that underlies most psychotherapy treatment modalities
is the quality of relationship between the individual and practitioner (Laska et al., 2014;
Weinberger & Rasco, 2007). When an individual seeking counseling services has an
unrecognized impairment in their ability to establish a high-quality trusting relationship, then this
therapeutic factor may be diminished or absent altogether. The result may be that the treatment
modalities employed by therapist are diminished in their efficacy.
Similarly, when a client has an impairment in their ability to regulate their emotions, then
two additional psychotherapy common factors may be impacted. The ability to confront
problematic material via exposure, and then experience mastery or control over this exposure
experience have been identified as factors common to most modern modes of psychotherapy
(Weinberger & Rasco, 2007). Maltreated individuals are more likely to have difficulty tolerating
exposure to problematic material due to their impaired ability to regulate emotional and
physiological responses while under stress (Teicher & Samson, 2016). Therefore, these
individuals also have a decreased probability of experiencing mastery or control over such
experiences as compared to individuals who have not experienced childhood maltreatment. In
short, it appears likely that alterations in brain development resulting from childhood
maltreatment may increase the probability that an individual needs counseling services and
simultaneously may diminish the effectiveness of those counseling services as compared to the
treatment experiences of individuals who did not experience childhood maltreatment.
Relationship Between Adult Psychopathology and Child Maltreatment
Compounding the potential problem of possibly diminished psychotherapy effectiveness
is the additional possibility that exposure to childhood maltreatment also increases incidence of
adult psychopathology, and therefore increases the need for psychotherapy treatment. To explore
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this possible link, literature studying one or more forms of childhood maltreatment’s relationship
with one or more types of psychopathology published over the last twenty years is reviewed
below.
Adverse Childhood Experiences (ACE)
The link between childhood maltreatment and adult psychopathology was clearly
established in the seminal ACE study by Felitti et al. (1998). It surveyed 9,508 U.S. adults and
studied ten categories of adverse childhood experiences: (a) psychological, (b) physical, or (c)
sexual abuse; (d) physical or (e) emotional neglect; (f) violence against mother; or living with
household members who were (g) substance abusers, (h) mentally ill or suicidal, or (i) ever
imprisoned. The total number of categories of maltreatment the respondent affirmed was
summed to create an ACE Score. The researchers then compared respondent’s ACE Scores with
data gathered from the same individuals during standardized medical evaluations at a large
Health Maintenance Organization. ACE Scores and reported adult risk behavior, health status,
and disease were then analyzed. Logistical regression was used to determine that adverse
childhood experiences have a graded dose-response relationship with over 40 health outcomes.
Of these outcomes, respondents with an ACE Score of 4 or more were found to have a 4-12
times higher risk than respondents with an ACE Score of zero for alcoholism, drug abuse,
depression, and suicide attempt.
In 2006 Felitti and his partner Anda (Anda et al., 2006) published a followed up to the
ACE study that examined, among other things, mental health outcomes. For people with 4 or
more ACES the risk of negative mental health outcomes increased for conditions such as panic
reactions (2.5-fold increase), depressed affect (3.6-fold increase), anxiety (2.4-fold increase), and
hallucinations (2.7-fold increase). These data indicated that exposure to one or more ACEs
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constituted 54% of the population attributable risk (PAR) for depression, 67% of the PAR for
suicide attempts, 64% of the PAR for illicit drug use (Teicher et al., 2016). In other words,
between one-half and two-thirds of the incidence of these mental health problems would be
eliminated if exposure to ACEs were eliminated from the population altogether (Kirch, 2008).
Research Linking Childhood Maltreatment and Psychopathology
A few years after the original 1998 ACE study, MacMillan et al. (2001) assessed the
lifetime psychopathology in a large sample of the Canadian general population (N=7,016) and
compared occurrences of five psychiatric disorders between those who had experienced
childhood physical/sexual abuse and those who did not. The five disorders studied were: (a)
anxiety disorders, (b) major depressive disorder, (c) alcohol dependence, (d) illicit drug
abuse/dependence, and (e) antisocial behavior. The study also included a sixth category labeled
“any psychiatric disorder”. The ages of the participants ranged from 15 to 64 years of age and
47.6% were males. The results of the MacMillan et al. study revealed that for both men and
women the likelihood of lifetime psychiatric disorders was increased by a history of childhood
physical and sexual abuse. Female participants had a statistically significant correlation between
childhood physical and sexual abuse and all disorders. Significant effects for male respondents
were likewise found, but these effects were limited to correlations between childhood physical
abuse and two disorders: major depressive disorder and illicit drug abuse/dependence
(MacMillan et al., 2001).
Additional evidence for a link between childhood maltreatment and psychopathology was
found in a review by Ball & Links (2009) that used a unique approach to determine if a causal
relationship existed in the literature between childhood maltreatment and borderline personality
disorder. In this review the authors applied Hill’s (1965) classic criteria for demonstrating
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causation to peer-reviewed literature published between 1995 and 2007 on the etiology of
borderline personality disorder. Hill’s criteria include the strength of association, temporality,
dose–response, specificity, consistency, epidemiologic/biologic plausibility, and analogous
views. The researchers presented studies that supported each of these criteria and concluded that
there is evidence to support that childhood maltreatment plays a role in a multifactorial model of
etiology for borderline personality disorder.
The following year Jungmeen & Cicchetti (2010) published a longitudinal study of the
relationship between childhood maltreatment, emotion regulation, peer acceptance and rejection,
and psychopathology. The sample studied was 421 children who attended a week-long camp
program for inner city children from economically disadvantaged families. This group was
subdivided into 215 maltreated and 206 non-maltreated children. The children were evaluated on
emotion regulation, internalizing and externalizing symptomatology, and peer acceptance and
rejection. The study found that distinctive forms of child maltreatment were differentially related
to emotion regulation outcomes. Neglect, physical abuse, sexual abuse, and earlier onset were
related to emotion dysregulation which contributed to later internalizing and externalizing
symptoms. The finding that multiple forms of childhood maltreatment were both directly and
indirectly related to psychopathology symptoms adds additional evidence that childhood
maltreatment increased the likelihood of later mental health problems.
In 2013, Teicher & Samson added more evidence when they published a review of
literature on the risk factors for major depression, substance abuse, anxiety disorders, and
posttraumatic stress disorder and the clinical differences between people with and without a
history of maltreatment. The results of their study indicated that maltreated individuals have
greater symptom severity, comorbidity, and poorer treatment responses than individuals who
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report no childhood maltreatment. They concluded that treatment approaches may be improved if
maltreated and non-maltreated individuals with the same diagnostic labels were differentiated
(Teicher & Samson, 2013). The authors suggested that people who experience childhood
maltreatment might experience an independent subtype of specific mental disorders, and that
people in this subtype may benefit from different treatment than those individuals that did not
experience childhood maltreatment. If individuals who experienced childhood maltreatment later
experience independent subtypes of some mental disorders, then it is important to determine if
psychotherapy effectiveness is diminished for such individuals.
A few years later the same researchers, Teicher and Samson (2016), published an
important research review (discussed above) that determined there is very likely a causal
relationship between childhood maltreatment and alterations of brain development. They also
noted that individuals exposed to childhood maltreatment had been found to have a higher
prevalence of psychopathology including depression, anxiety, substance abuse, suicidality,
PTSD, personality disorder, and psychosis. Furthermore, they found that experiences of parental
verbal abuse, witnessing domestic violence and sexual abuse appeared to specifically target brain
regions that process and convey the aversive experience.
A relationship between childhood maltreatment and psychopathology has long been
suspected by researchers (Ball & Links, 2009; Kessler et al., 2010), but prior studies have not
documented sufficient scientific data to warrant inclusion of childhood maltreatment in the
American Psychiatric Association’s diagnostic system (van der Kolk, 2014). This may be why
researchers of psychotherapy effectiveness rarely control for childhood maltreatment as a
potentially confounding variable in treatment efficacy (Nemeroff, 2016). If, however, childhood
maltreatment is associated with reliable alterations in brain development, and if these alterations
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may subsequently result in impairments in threat detection, emotional regulation, and reward
anticipation (Lippard & Nemeroff, 2020; Teicher & Samson, 2016), then a history of childhood
maltreatment may negatively impact the psychotherapy process of individual counseling clients.
Impairments in these three areas may weaken at least three psychotherapy common
factors (Laska et al., 2014; Weinberger & Rasco, 2007) including the client’s ability to (a)
establish a quality relationship with the counselor, (b) tolerate exposure to problematic material,
and (c) experience mastery or control over exposure experiences. The weakening of these
therapeutic factors likely results in diminished effectiveness of the psychotherapy services the
individual receives in adulthood as compared to the treatment experiences of individuals who did
not experience childhood maltreatment. For this reason, it is important for the counseling field to
research the differences in psychotherapy effectiveness between childhood maltreated
individuals and non-maltreated individuals.
Schaefer, Moffitt, & Arseneault (2017) studied three questions that were related to the
present study: (a) can we infer a causal relationship between victimization exposure and
psychopathology; (b) do separate forms of victimization predict early-adult psychopathology;
and (c) does victimization exposure predict some forms of psychopathology more strongly than
others? The study was longitudinal in design and lasted over 13 years. It was conducted using
1,116 families with same-sex twins and studied seven types of adolescent victimization. The
families selected were representative of the socioeconomic conditions of the United Kingdom. A
home visit was conducted for each set of twins at age 5, 7, 10, 12, and 18. The final interview
was conducted at age 18 to measure psychiatric symptoms. A significant relationship was found
between all types of victimization and adult psychopathology including internalizing,
externalizing, and thought disorders with no significant difference between genders. Specifically,
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maltreatment, neglect and sexual victimization increased the presence of pathology by more than
one standard deviation from those without such victimization, and multiple victimizations
increased mean pathology scores in a dose-response pattern that paralleled similar findings in the
Adverse Childhood Experiences study (Felitti et al., 1998).
The use of a longitudinal twin design in the Shaefer et al. study (2017) allowed the
researchers to rule out four of the most plausible, noncausal explanations for the association
between victimization and psychopathology including mono-method reporting bias, reverse
causation, revictimization, and pre-existing “third variable” factors. The authors argued that
ruling these non-causal factors out increased confidence that causal effects were likely present
but did not prove causation. The first of these non-causal explanations was the possibility that the
relationship between childhood maltreatment and psychopathology was primarily related to the
self-reported nature of both phenomena (mono-method reporting bias explanation). A second
non-causal explanation could have been the possibility that children with more mental health
problems were more likely to be victimized (reverse causation explanation). Third, the study
examined if adolescent maltreatment made a unique contribution to the risk of adult
psychopathology, or if that risk was actually due to prior early childhood victimization that led to
increased risk of revictimization in adolescence (revictimization explanation). Finally, the
authors used statistical controls to determine if the risk of adult psychopathology was attributable
solely to genetic, environmental, or other factors (“third variable” factors explanation).
Genetic variation was found to account for 63% of the association between victimization
and psychopathology, while 8% was accounted for by shared environmental factors and 29% by
non-shared environmental factors. While the authors argued their analysis ruled each of these
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non-causal explanations out, they emphasized that doing so did not prove causation (Schaefer et
al., 2017).
Research Linking Childhood Maltreatment and Depression
Several studies have been conducted on the relationship between childhood maltreatment
and the specific pathology of depression. Bernet & Stein (1999) attempted to determine the
prevalence of childhood trauma among depressed patients and to examine the relationship
between retrospective recall of childhood maltreatment and the onset, course, and severity of
major depression in adulthood. Forty-seven adults with major depression, and forty-one nondepressed comparison participants were recruited through referrals and mass media. The
combined sample of depressed patients and comparison subjects included 44 men and 44 women
with a mean age of 42. The sample consisted of 65% Caucasians and 10% African-Americans.
Researchers assessed childhood maltreatment with the Childhood Trauma Questionnaire (CTQ).
Additional information about the severity of depressive symptoms was assessed by the Hamilton
Rating Scale for Depression. Patients reporting any type of maltreatment on average reported
having experienced a significantly greater number of depressive episodes than persons reporting
no maltreatment. Emotional abuse predicted a greater number of depressive episodes. However,
depressive severity was not significantly correlated with childhood maltreatment. Individuals
who reported at least one type of maltreatment had a greater number of comorbid Axis I
diagnoses than those who reported no abuse.
Skarupski et al. (2016) studied how adverse childhood experiences in male inmates
affected their current depression and quality of life, and whether or not social support and coping
mechanisms had a mediating effect upon the relationship. Their research hypotheses were that
those inmates who had experienced adverse childhood experiences would have higher depression
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and lower quality of life and that social support and coping mechanisms would have a mediating
effect. The participants studied were 192 middle-aged male inmates in a maximum-security
prison in the Midwest. The average age was 42 years old, with an age range of 19-72. Sixty-two
percent were African American, 23% White, and 16% were “other.” Average time served was 15
years, with over a third of the population serving life sentences or longer. Data were collected via
a 314-item survey sent to a total population of 1,200, of whom 192 participated. Ninety percent
of participants had at least one ACE, while 50% had four or more. For those who had
experienced at least one ACE, there were higher reports of depression than for those who had no
ACEs. The researchers concluded that adverse childhood experiences were associated with
negative mental health effects in later life.
The Relationship Between Childhood Maltreatment and PTSD
Another specific psychopathology whose relationship to childhood maltreatment has
been studied is post-traumatic stress disorder (PTSD). Uddin et al. (2013) examined genetic and
environmental factors contributing to PTSD risk following trauma exposure. Specifically, does a
variant in a gene involved in regulating stress response interact with childhood maltreatment in
women to predict PTSD, and does it interact with childhood maltreatment to increase the risk of
depression? The sample of 514 adult females who had been exposed to childhood maltreatment
and adult trauma was drawn from the Detroit Neighborhood Health Study (DNHS) with 83.1%
African American, 11.7% white, and 5.2% reporting belonging to another race. DNA samples
that had been previously extracted from 514 female participants were selected for inclusion.
PTSD and depression symptoms were assessed during structured telephone interviews.
Diagnoses were validated in a random subsample through in-person clinical interview using the
Clinician-Administered PTSD Scale (CAPS) and the Structured Clinical Interview. The study’s
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results showed that childhood maltreatment had a significant main effect on PTSD and
depression with a similar magnitude of childhood maltreatment effect size for both (Uddin et al.,
2013).
Subica (2013) examined the physical health effects and psychological symptoms of
childhood physical and sexual abuse among individuals with serious mental illness. The
population studied were men and women with serious mental illness that included a diagnosis of
schizophrenia-spectrum, bipolar, or recurrent major depressive disorders. The sample consisted
of 95 adult men and 77 adult women (N = 172) receiving public mental health services. The
average age was 47, and 86% were non-white: multiracial, Japanese, and Native Hawaiian or
Pacific Islander. Results of the study indicated participants with a history of exposure to
childhood physical abuse (CPA), childhood sexual abuse (CSA) or forced sexual trauma showed
increased likelihood for clinical PTSD, major depression, and serious physical illness/disability.
Exposure to CPA showed significantly greater likelihood for clinical PTSD, as well as
significantly greater PTSD symptomatology and lower mental health functioning than those
without CPA. Those with a history of CSA reported significantly elevated severity of PTSD and
depression and lower mental and physical health functioning than non-abused participants. Those
with a history of forced sexual trauma reported significantly greater PTSD and depressive
symptomatology and lowered mental and physical health functioning than those without this
history. This study and the Uddin et al. (2013) study provide additional evidence that exposure to
these various forms of childhood maltreatment increases the likelihood of the development of
pathology later in life.
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Potential Mediators Between Childhood Maltreatment and Psychopathology
One of the difficulties researchers have faced in studying childhood maltreatment’s
impact on psychopathology is the complex and perplexing relationship between the two. There is
evidence that the altered brain development found in individuals who experienced childhood
maltreatment are tied to psychopathology; however, these neuroimaging findings can also be
observed in resilient individuals with no reported history of psychopathology (Teicher &
Samson, 2016). It is not surprising then that researchers are exploring potential mediators
between childhood maltreatment and various forms of psychopathology. In two studies of
college-aged participants, Hankin (2005) investigated if three potential mediators: (a) an insecure
attachment style, (b) a negative cognitive style, and (c) negative life events, are a connecting link
or “pathway” between childhood maltreatment and adult depression. Results indicated that a
negative cognitive style and an insecure attachment style were significantly associated with
overall maltreatment and emotional abuse, negative life events, depressive symptoms, and
anxious symptoms.
Muller et al. (2012) also studied whether attachment plays a mediating role in the
relationship between childhood maltreatment by parents and adult symptomatology. The sample
for this study was 876 young adults (18-30 years) from a Canadian university — with and
without history of abuse. The sample was comprised of 82% women and 18% men with 59% of
all participants identifying as White. Participants were assessed for adult attachment in close
relationships, attachment anxiety and avoidance, emotional and behavioral problems, adult
symptomatology, and maltreatment by parents. Results indicated that adult attachment partially
mediated the effects of psychological maltreatment on externalizing, internalizing, and traumarelated symptoms. Adult attachment was found to be a mediator between physical maltreatment
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and adult symptomatology, as well as between exposure to family violence and adult
symptomatology. When different forms of abuse were looked at simultaneously using structured
equation modeling, the effects of physical maltreatment and exposure to family violence were
not mediated by adult attachment. Based on these results, the authors suggested that it may be the
psychological aspect of physical abuse and exposure to family violence that impacted
individuals’ attachment styles as they develop (Muller et al., 2012). In other words, this research
suggested that the damage done by physical and sexual abuse is both physical and psychological,
with the psychological component impacting attachment style which partially mediates the
relationship to psychopathology.
Young & Widom (2014) examined the long-term effects of childhood physical and
sexual abuse and neglect on emotion processing in adulthood, and whether IQ, psychopathology,
or psychopathy act as mediators of the relationship between these forms of childhood
maltreatment and emotion processing. The sample (n=908) was comprised of abused and
neglected children from 1967-1971 in the family or adult criminal court system in a Midwestern
metropolitan area. A control group of children without documented histories of child abuse or
neglect (n=667) was matched with the abuse/neglect group on age, sex, race/ethnicity, and
approximate family social class during the time that the abuse or neglect was processed. Matches
were found for 74% of the abused and neglected children yielding a final sample of 547
individuals. The sample consisted of a control group (n=252), and an abuse/neglect group
(n=295) which included a sexual abuse subgroup (n=49) and a neglect subgroup (n=235). This
sample was made up of 59% White non-Hispanic individuals; 58% were female, and most were
on the lower end of socioeconomic status (SES).
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The study concluded that there is a small but significant relationship between childhood
maltreatment and one’s ability to accurately recognize affect. Childhood sexual abuse predicted
poorer performance on positive and neutral affective picture recognition, possibly indicating
individuals exposed to childhood sexual abuse may misinterpret neutral and positive facial
expressions and body language. Such impairment in facial expression interpretation may have a
deleterious effect on an individual’s experience of psychotherapy by disrupting the individual’s
ability to form a trusting therapeutic relationship with the counselor or therapist.
The study also found that a history of child abuse and neglect significantly predicted
increased symptoms of major depressive disorder, dysthymia, PTSD, psychopathy, and lower IQ.
Only one mediator, IQ, was significant for determining the relationship between childhood
maltreatment and emotion processing in deficits. This study found that IQ had a significant
mediating effect, and that it reduced the effect of child maltreatment on overall accuracy in
emotion processing to non-significance. These findings suggest that studies involving the
processing of emotion should control for participants’ IQ (Young & Widom, 2014). One
ramification of the finding that IQ may act as a moderator between childhood maltreatment and
facial expression recognition is that it could be an explanation of why some individuals who
experience childhood maltreatment are more resilient to psychopathology than others.
Taken together the three studies focused on mediation between childhood maltreatment
and psychopathology begin to present a new and interesting picture. Hankin’s (2005) results
indicated that a negative cognitive style and an insecure attachment style were significantly
associated with overall maltreatment and emotional abuse. Muller et al. (2012) results suggested
that it may be the psychological aspect of physical abuse and exposure to family violence that
shapes individuals’ attachment style. Meanwhile, Young & Widom’s (2014) results showed IQ
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has a significant mediation effect and reduced the negative effect of child maltreatment on
emotion processing accuracy in emotion processing to non-significance. It appears that negative
psychological effects of abuse in all its forms may increase the probability of an individual
forming an insecure attachment style, but that IQ may be an important protective factor for
individuals exposed to childhood maltreatment.
Psychotherapy Dropout Rates
One important aspect of psychotherapy effectiveness is client dropout (also referred to as
attrition). Between 25% and 50% of individuals engaging in psychotherapy services drop out of
treatment (Hamilton et al., 2011; Wierzbicki & Pekarik, 1993). Some of the variance between
studies is related to differing definitions of dropout. Hamilton, Moore, Crane, & Payne identified
four definitions of dropout they found in the psychological literature: (a) those who terminate
therapy before a certain number of sessions are reached, (b) clients who terminate before a
therapist deﬁned termination point, (c) a combination of a set number of sessions with therapist
opinions, and (d) based on whether clients ever attend therapy after an intake interview. They
also identified a number of client factors as predictors of dropout including ethnicity, race, SES,
and symptoms severity.
Patients do not benefit fully from psychotherapy when they drop out of treatment.
However, most treatment effectiveness studies do not consider dropout to be an indication of
treatment ineffectiveness, preferring instead to focus on the outcomes of individuals who
completed treatment. While this is understandable given the many reasons that people drop out
of psychotherapy, it remains that the more people that drop out of psychotherapy, the less
effective it is relative to the entire group that initially sought mental health services.
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A 2008 meta-analysis of studies investigating seven major types of psychological
treatment found that Cognitive Behavior Therapy had a higher attrition rate than the other types
of therapy studied (Cuijpers et al., 2008). This study performed seven meta-analyses with a total
of 53 studies, and each treatment modality had at least 5 studies included. The study found no
other treatment modality had significantly higher dropout rates. However, as is shown below,
subsequent meta-analysis studies of dropout rates in psychotherapy did not support the finding
that type of therapy predicts dropout.
Fernandez et al. (2015) performed a meta-analysis on dropout data from 115 primarily
empirical studies of CBT. The analyzed studies included over 20,000 participants who received
CBT treatment for a variety of conditions. Dropout rates were calculated at 15.9% at prior to
treatment and 26.2% during treatment, with depression having the highest dropout rate, and more
outpatient individuals dropping out than inpatient. Dropout rate was not significantly related to
client age, practitioner licensure status, study design, or recency of the study.
Grant et al. (2012) studied dropout rate’s relationship to social deprivation for both CBT
and person-centered therapy (PCT) and found that significant numbers dropped out of treatment
for both types of counseling. The study reviewed 497 case notes collected over a four-month
period at a primary mental health facility in Glasgow. Of the 497 cases, 397 opted in, 249
attended their first appointment and were triaged, and 114 accepted therapy. Of the 114 who
accepted therapy, 34% dropped out. No significant differences were found between types of
therapy and dropout rates.
Cooper & Conklin (2015) conducted a random-effects meta-analysis of 54 randomized
clinical trial studies of psychotherapy treatment for depression and calculated a mean treatment
dropout rate of 17.5% (95% CI [16.2%, 18.8%]) with rates ranging from 0 to 50%. Studies
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conducted in public outpatient clients, such as the setting for the present study, had a mean
dropout rate of 19.8%. Predictors of treatment-level dropout were evaluated for therapy type,
provider and patient. Dropout rates did not differ between therapy types, conditions in which
psychotherapy was delivered, therapist credentials (including student status), or number of
intended sessions. Most patient variables likewise were not signiﬁcantly related to dropout
estimates, including sex, age, cohabitation status and concurrent anti-depressant treatment.
However, minority racial status was predictive of dropout and comorbid personality disorder
diagnosis was strongly predictive of dropout.
Gersh et al., (2017) published a systematic review of 45 studies of individual
psychotherapy for Generalized Anxiety Disorder (GAD). The review included 2,224 participants
across all studies. The authors calculated a weighted mean dropout rate of 16.99% (95% CI
[14.42% - 19.91%]). Like the Cooper & Conklin (2015) study, the Gersh study analyzed
therapist variables, therapy type, and client variables and found no significant predictors of
dropout for client age, sex, symptom severity, comorbidity, treatment type, study type
(randomized trial or not), study quality, number of sessions or therapist experience. Given the
results of the studies above, it appears there is no reason to believe that the type of therapy used,
experience level of the counselor, or number of sessions intended predict dropout rate. The mean
dropout rate for depression and anxiety appears to be very similar, with both hovering near 17%.
None of the dropout studies above studied the effects of childhood maltreatment on dropout rate.
Psychotherapy Effectiveness Studies that Consider Child Maltreatment
A 2009 meta-analysis examined the effectiveness of CBT with depression, psychosis and
bi-polar disorder (Lynch et al., 2009). The study analyzed the results of nine studies (7 blind)
comparing CBT to a control and found no statistical difference in treatment results. Ten studies
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were found for depression, and CBT was found to have significant improved effectiveness over
controls, though the effect size was small. CBT was found to be ineffective at preventing relapse
in bi-polar disorder. No controls were reported for childhood maltreatment.
The study by Cuijpers et al. (2008) referenced above, in addition to examining attrition
rates, reviewed the data related to treatment effectiveness to determine if any of the seven
treatment modalities reviewed showed superior effectiveness. The researchers examined (a)
cognitive–behavior therapy, (b) nondirective supportive therapy, (c) behavioral activation
therapy, (d) psychodynamic therapy, (e) problem-solving therapy, (f) interpersonal
psychotherapy, and (g) social skills training. The study concluded that only interpersonal
psychotherapy was shown to have a significant improvement over other modalities; however
with a small effect size (d = 0.20). No other treatment was shown to be better or worse than the
other. No controls were reported for childhood maltreatment.
Spinhoven et al. (2009) studied whether childhood sexual abuse predicted CBT treatment
outcome for individuals engaging in deliberate self-harm. Of the 90 participants in the study, 31
(34.4%) reported no abuse while the remaining 59 (65.6%) reported some form of childhood
abuse. Of these 59 abuse reporting individuals, 19 (21.1%) reported physical abuse only, 15
(16.7%) reported sexual abuse only, and 25 (27.8%) reported a history of combined physical and
sexual abuse. Interestingly, 96% of the participants reported emotional abuse, suggesting a
strong correction between emotional abuse and self-harm. While this would appear to warrant
attention, the study’s authors chose to exclude this variable from statistical analysis. Participants
were randomly assigned to either a group that received treatment-as-usual (TAU), or a group that
received TAU plus 12 weeks of CBT. Treatment-as-usual was defined in the study as receiving
prescribed medication or psychotherapy.
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This study observed greater therapeutic gains for sexually abused participants who
received TAU plus CBT as compared to participants who received TAU only. Individuals with a
history of sexual abuse who were treated with TAU plus CBT reported therapeutic gains with a
large effect size (d = 1.21). The therapeutic gains for non-sexually abused individuals which
were small to moderate (d = 0.39). When results were analyzed by type of psychotherapy
treatment, sexually abused participants treated with CBT showed a better outcome than nonabused participants (d = 0.54), but sexually abused participants treated with TAU showed worse
outcome than the non-abused group (d = 0.35). Based on these findings the authors suggested
that individuals with a history of sexual abuse have special needs which required individualized
treatment design.
A meta-analysis by Nanni et al. (2012) examined 10 clinical trials of depression treatment
and found that childhood maltreatment was associated with lack of response or remission. In
addition, they performed a meta-analysis of 16 epidemiological studies and found that these
studies suggested childhood maltreatment was associated with an elevated risk of developing
recurrent and persistent depression. The authors concluded that childhood maltreatment
predicted poor course of illness and treatment outcome in individuals with depression.
Harkness et al. (2012) studied whether a history of childhood maltreatment is a moderator
for treatment response to psychotherapy and relapse recurrence among individuals diagnosed
with major depressive disorder (MDD). The sample for this study was 203 outpatients between
the ages of 16 and 60 in Toronto. The authors randomly assigned each patient to 16 weeks of
manualized CBT, interpersonal psychotherapy (IPT), or antidepressant medication (ADM). The
patients placed in the CBT and IPT conditions did not take antidepressant medication throughout
the 16-week trial, and the participants in the ADM condition took ADM for 16 weeks and saw a
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psychiatrist every 2 weeks. Patients were interviewed after 16 weeks of therapy about a possible
history of CM. Out of the 203 participants, 91 (45%) reported a history of childhood
maltreatment. The authors followed the patients who responded to their assigned treatments for
either 1 year or until they experienced a relapse or recurrence of depression.
Results of the study indicated that participants who had experienced childhood
maltreatment were less likely to respond to IPT than CBT or ADM, but those without a history
of childhood maltreatment did not appear to differ among conditions. In light of this finding, the
authors question whether these results occurred due to the significant relationship between
childhood maltreatment and insecure attachment styles. Some research has found that individuals
who report high levels of avoidant and ambivalent attachment respond more poorly in IPT than
in CBT. Additionally, those with a history of childhood maltreatment were significantly more
likely to experience relapse or recurrence (Harkness et al., 2012).
Grote (2012) studied if the degree of childhood maltreatment played a moderating or
predicting role in treatment outcomes in socioeconomically disadvantaged pregnant women, and
if brief interpersonal psychotherapy (IPT-B) is more effective than usual care (UC). The
population the researchers studied in their sample was depressed, socioeconomically
disadvantaged pregnant women. The sample consisted of 53 pregnant, depressed, non-treatmentseeking, low income African American and White women. They were at least 18 years old,
English speaking, had access to a telephone, were 10-32 weeks pregnant, and lived in the
Pittsburgh area. Participants were randomly assigned to enhanced UC (n=28) or IPT-B (n=25).
Data was collected using various assessments at baseline (during pregnancy), 3 months later, and
6 months post-partum.
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The researchers found that women with more childhood trauma entered the study with
higher levels of depression severity, greater likelihood of insecure attachment orientations, and
more interpersonal difficulties. They found that childhood trauma exposure did not moderate
changes in depression symptoms or social functioning outcomes for women in UC versus IPT-B.
This was perhaps due to the sample and the exclusion criteria. Contrary to the hypothesis, they
found that women in IPT-B with more trauma exposure showed significantly less improvement
in depressive symptoms, had greater severity and impairment, and were less likely to show
remission at the 3-month marker.
Bruce et al. (2013) studied if a history of childhood maltreatment affect a client’s
response to CBT in treating Social Anxiety Disorder (SAD), and if emotional types of
maltreatment most strongly predict the various markers of dysfunction measured throughout the
course of CBT in patients with SAD. The population of this study consisted of 68 treatmentseeking outpatients diagnosed with generalized SAD. Participants were assessed for social
anxiety, childhood maltreatment, depression, and life satisfaction and disability. The researchers
found that only emotional abuse and emotional neglect significantly predicted disability and life
satisfaction. No other significant effects were found. The researchers concluded that there was no
significant interaction between childhood maltreatment and response to CBT for SAD. The
researchers did find that childhood emotional neglect and emotional abuse contributed to the
severity of SAD before and during treatment.
Brief Assessment Instruments
The purpose of this study is to examine the effects of childhood maltreatment on
psychotherapy effectiveness in adulthood. To accomplish its purpose the study must
operationally define three variables included in the study. First, the variable “childhood
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maltreatment” must be operationally defined in a way that it can been retrospectively measured.
Then, the two subcomponents of psychotherapy effectiveness must be defined. “Symptom
reduction” for depression and anxiety must be defined using a measure that can be administered
pre- and post- treatment. The final variable needing operational definition is “dropout”, but this
variable does not require an assessment instrument since it is defined as simply the failure to
complete the prescribed eight sessions of psychotherapy. For this reason, this section will review
brief clinical assessments that measure childhood maltreatment, depression, and anxiety.
Brief clinical assessments that focus on symptoms are useful for monitoring the impact of
clinical mental health interventions as well as identifying clients who may not be responding to
treatment (Lambert & Hawkins, 2004). They also give clinicians a way to measure the gradient
of change within a disorder rather than conceptualizing the disorder in categorical or binary
terms (Clark & Kuhl, 2014). Indeed, as the use of brief measures has increased over the last two
decades the probability of clinicians using a full battery measure has decreased. Brief measures
can provide documentation of symptom reduction, whereas broad-based measures provide a
great deal of information that often is not directly relevant to measuring treatment outcomes of
specific symptoms (Groth-Marnat & Wright, 2016).
Groth-Marnat & Wright (2016) also lay out seven criteria to consider when selecting a
brief instrument. First, it should take no more than 15 minutes to complete, and it should directly
measure the symptoms of the clinical problem for which treatment is being planned and
implemented. The instrument should also serve a screener to aid the clinician in initial detection
and assessment of the suspected mental disorder. It must be relevant to the multicultural aspects
of the client being assessed. The results of the instrument must be understandable to both the
counselor and the client and should be able to inform both about clinically important levels of
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change. The instrument must have adequate psychometric properties and the interpretation of
results should be simple and straightforward.
Depression
Perhaps the most well-known brief measure of depressive symptoms is the Beck
Depression Inventory-II (BDI-II) (Beck et al., 1996). The original BDI (Beck et al., 1961) has
been in use since the early 1960’s but was updated in 1996 to better fit the diagnostic criteria for
major depressive disorder in the Diagnostic and Statistical Manual of Mental Disorders (4th ed.;
DSM-IV). It consists of 21 items and requires about 5 minutes to complete. The instrument has
respondents rate their feelings over the past 2 weeks on a 0–3 scale. Cut scores have been
established for severity of depression: 0–13 = “minimal,” 14–19 = “mild,” 20–28 = “moderate,”
and 29–63 = “severe.” Psychometric testing of the BDI-II in a primary care setting found the
BDI-II yields reliable, internally consistent, and valid scores (Arnau et al., 2001).
The Patient Health Questionnaire (PHQ) is another widely used self-administered
instrument for common mental disorders, and the PHQ-9 is the depression module of the
instrument (Kroenke et al., 2001). The PHQ-9 was developed in the mid 1990’s and has 9
questions that are scored from “0” (not at all) to “3” (nearly every day). Score cut points
represent symptom severity including: 5-9 = “mild,” 10-14 = “moderate,” 15-19 = “moderately
severe,” and 20-27 = “severe.” Initial psychometric testing found excellent internal reliability
(Cronbach’s alpha between 0.86 and 0.89), test-retest reliability, and strong construct and
criterion validity (Kroenke et al., 2001). A recent meta-analysis performed a systematic review
of diagnostic accuracy studies of the PHQ-9. Results of the study suggested that the PHQ-9 has
excellent internal reliability, with a Cronbach’s alpha of 0.89. It also reported excellent test-retest
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reliability with a correlation of 0.84 between the PHQ-9 and validation interviews conducted by
mental health professionals (Manea et al., 2015).
The PROMIS Short Form – Depression (PROMIS-SF-Depression), also known as the
DSM-5 Severity Measure for Depression—Adult, is an empirically supported brief assessment
for depression (Clark & Kuhl, 2014; Pilkonis et al., 2014; Pilkonis et al., 2011) that was included
in a suite of assessments made publicly available by the APA when the DSM-5 was published.
The PROMIS® is an NIH Roadmap initiative devoted to developing better measurement tools
for assessing constructs relevant to the clinical investigation and treatment of all diseases,
including emotional distress. The measures can be freely obtained from the PROMIS website
(HealthMeasures, 2021).
The measure consists of 28 items with a 5-point scale that ranges from 1 (never) to 5
(always). The PROMIS Depression measure provides more statistical information than the first
two measures across a wider range of severity, ranging from normal to severely depressed. The T
score metric of PROMIS Depression is calculated from the theta of IRT-based person scores
(Pilkonis et al., 2011). Its psychometric properties have strong convergent validity with legacy
depression self-report instruments such as the PHQ-9 with a Cronbach's alpha of .81 and a
reliability of .92 (Pilkonis et al., 2014). The PROMIS Depression measure was found to have
correlations with the PHQ-8 (r = 0.74; p < 0.001) in a sample of spinal patients experiencing
symptoms of depression (Purvis et al., 2019). The PROMIS Depression scales have also recently
been reported to be responsive (sensitive to change) and are therefore appropriate as outcome
measures in research as well as for monitoring treatment in clinical practice (Kroenke et al.,
2021).
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Choi et al. (2014) published a study that established a common metric for depressive
symptoms that links the BDI-II, PHQ-0 and the PROMIS-SF-Depression scoring systems (as
well as one other). Cronbach’s internal consistency was high among combined items between the
PROMIS and each legacy measure with coefficients, ranging from .91 to .98 for the individual
scales and .98 for all combined item sets. The study also found that items in each of the three
combined sets also were highly intercorrelated, with correlations ranging from .72 to .78. The
authors developed a set of depression score conversion tables that enable researchers and
practitioners to reconcile research studies that use different instruments.
Anxiety
The State-Trait Anxiety Inventory (STAI) is the most frequently used measure of anxiety
in the literature and has been cited over 8,000 times (Groth-Marnat & Wright, 2016). It has been
used with a variety of anxiety related disorders such as generalized anxiety and with multiple
modes of psychotherapy (Spielberger et al., 1999). It also has been used frequently in
multicultural research and has excellent adaptability across groups (Groth-Marnat & Wright,
2016). The STAI continues to be adapted for other languages, cultures and populations, most
recently for Spanish (Buela-Casal & Guillén-Riquelme, 2017), Arabic (Hallit et al., 2019),
Chinese (Han et al., 2020), and Portuguese (Rodrigues et al., 2018). It is a brief assessment
consisting of 40 items, each on a 4-point scale, related to their current anxiety and their general
state of worry.
The STAI measures two aspects of anxiety, acute “state” anxiety that is experienced
“right now” (S-Anxiety scale), and chronic “trait” anxiety (T-Anxiety scale) that reflects an
individual’s proneness to perceive situations as dangerous and subsequently experience state
anxiety (Groth-Marnat & Wright, 2016). Responses for the S‐Anxiety scale assess intensity of
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current feelings “at this moment”: 1) not at all, 2) somewhat, 3) moderately so, and 4) very much
so. Responses for the T‐Anxiety scale assess frequency of feelings “in general”: 1) almost never,
2) sometimes, 3) often, and 4) almost always.
The STAI test-retest reliability of trait anxiety is good with .73 to .86 coefficients over
30- and 60- day intervals. However, state anxiety test-retest reliabilities were much lower
ranging between .36 and .51. Given the acute nature of state anxiety, this lower level of testretest reliability is expected. Content validity for the STAI is supported in that its questions
reflect five of the domains of diagnostic criteria for generalized anxiety disorder in the DSM-IV.
It also has high correlations, .73 and .75, with two other more comprehensive anxiety scales
(Spielberger & Reheiser, 1994). Construct validity of the state anxiety scale is supported by
studies that measured individuals’ state anxiety during and after stressful tasks such as test taking
or military training exercises.
One potential issue with the STAI is that in some studies it has had difficulty
distinguishing between people with anxiety and depression (Balsamo et al., 2013). Another is
that some factor analysis has indicated that the trait anxiety items were organized around
depression and anxiety suggesting that the STAI is not a pure measure of anxiety (Knowles &
Olatunji, 2020). This was partially addressed in a revision of the instrument, but the overlapping
features of anxiety and depression continue to make distinguishing them a difficult task.
A second brief anxiety assessment instrument is the PROMIS Short Form-Anxiety
(PROMIS-SF-Anxiety), also known as the DSM-5 Severity Measure for Anxiety—Adult. An
empirically supported brief assessment for anxiety (Clark & Kuhl, 2014; Pilkonis et al., 2011)
that was included in a suite of assessments made publicly available by the APA when the DSM-5
was published. It is part of the same suite of PROMIS assessments discussed above. The
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psychometric properties PROMIS assessment of anxiety and depression were assessed for use
with bariatric surgical candidates, and the study concluded that the instrument demonstrated
good reliability (Cronbach’s alpha of 0.91), validity (B = -0.10, p < .01), and invariance across
race and sex (Kudel et al., 2019). The psychometric properties of these assessments were also
studied for rheumatoid arthritis patients and compared to 4 other legacy measure and found that
the PROMIS scales had the highest internal consistency reliability, and high test–retest reliability
(Hitchon et al., 2020).
Childhood Maltreatment
The CTQ is one of the most widely used self-report instruments used to retrospectively
assess exposure to childhood maltreatment (Teicher & Parigger, 2015). The CTQ tests for five
factors of childhood abuse including emotional, physical and sexual abuse as well as emotional
and physical neglect. A study published in 1994 on the reliability and validity of the CTQ
compared the results of administering the CTQ with giving the same individuals a structured
interview for childhood trauma (Bernstein et al., 1994). Scoring of the CTQ yields an overall
severity score ranging between 25 and 125. This study tested for both internal consistency and
test-retest reliability and found both to be high for the CTQ. The results of this study were
largely replicated in a subsequent 2003 study that confirmed internal consistency and test-retest
reliability of all factors of the CTQ, with the exception of physical neglect (Paivio & Cramer,
2004).
The Adverse Childhood Experiences (ACE) study, reviewed previously, included a
questionnaire used to determine the number of adverse childhood experiences to which
individuals in the study had been exposed (Felitti et al., 1998). The ACE Questionnaire is an
empirically supported assessment of the number of categories of adverse childhood experiences
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an individual has experienced (Ford et al., 2014; Kidman et al., 2019; Meinck et al., 2017).
Research using the ACE Questionnaire has demonstrated that exposure to adverse childhood
experiences result in dose-dependent increases in the potential risk for a broad array of mental
illnesses, addictions, and medical diseases (Zarse et al., 2019). Kidman et al. (2019) reported
support for the validity of this instrument based on the correlation between subdimensions (phi
=.20, p < 0.01), across subdomains (phi = .10, p < 0.01), and correlation between ACE and
depression (predictive validity; r = .35, p < .001).
This questionnaire used questions from published surveys including the Conflicts Tactics
Scale, the Wyatt, the National Health Interview Scale, and Third National Health and Nutrition
Examination Survey. Rather than assessing severity of trauma, like the CTQ, the ACE provides a
measure of multiplicity of exposure with a score between 0 and 8. The ACE assesses three
categories of abuse including: emotional, physical, or contact sexual abuse; as well as five
categories of household dysfunction: exposure to substance abuse, mental illness, violent
treatment of mother or stepmother, incarceration for criminal behavior and parental separation,
divorce or death. ACE scores were found in numerous studies to be a significant predictor of risk
for alcoholism (Anda et al., 2002; Dube et al., 2006), substance abuse (Dube et al., 2003),
depression (Anda et al., 2002; Felitti et al., 1998), suicidality (Dube et al., 2001). The original
ACE study (Felitti et al., 1998) revealed a graded dose-dependent relationship between the ACE
score and physical and mental health outcomes.
With the rise in research of childhood maltreatment’s effect on brain development and its
relationship to pathology at the beginning of the twenty-first century, a new scale was needed in
order to address shortcomings by existing measures. Teicher is a leading researcher in this
growing field, and he observed that the two most prominent self-assessment instruments to
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measure exposure to childhood maltreatment, the CTQ and the ACE scale, did not collect data
on age of exposure, as well as failing to assess peer-based maltreatment such as bullying. Teicher
and his college Parigger developed the Maltreatment and Abuse Chronology of Exposure
(MACE) scale to address these limitations (Teicher & Parigger, 2015). The MACE provides both
an ACE-like exposure multiplicity score as well as a CTQ-like severity score across
development. The MACE also correlates more strongly with psychopathology and has very good
test-retest reliability.
Discrimination as a Potential Adverse Childhood Experience
Research on childhood maltreatment has rarely conceptualized maltreatment to include
experiences of discrimination and racism. For example, the ACE Questionnaire has been
criticized for its use of childhood adversities that omit domains that many developmental
researchers believe are important (Finkelhor et al., 2013). A second critique of ACE research
relates to the reliance of the original ACE Study by Felitti et al. (1998) on data from a sample of
predominantly White middle class participants that lacked diversity in SES and race (Cronholm
et al., 2015; Wade Jr et al., 2014). The researcher of this study was interested in learning if
discrimination or racism have similar effects as traditional ACEs on health outcomes. If the
literature suggested that discrimination or racism have similar effects as traditional ACEs, then
one or both of these adverse childhood experiences would be considered for inclusion as forms
of childhood maltreatment in the present study.
To that end, this section examines the literature over roughly two decades on racism and
discrimination’s impact on health, the assessment of racism and discrimination, and racism and
discrimination measured as an additional domain of adverse childhood experience. The question
being explored by this section is whether the literature supports the theory that childhood
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experiences of racism and discrimination have similar impacts on health risk behavior, mental
health, and brain development as conventional ACEs. If the literature suggests such similarities,
then it may be assumed that racism and discrimination may also have a potentially negative
impact psychotherapy effectiveness.
Racism and Discrimination’s Impact on Health
The research of David R. Williams
When reviewing the literature on racism and discrimination’s impact on health, one of the
most influential researchers over the last twenty years has been David R. Williams. In 1997 he
was the lead author on a study of racial differences in SES, social class and indicators of
perceived discrimination that sought to determine the extent to which they could account for
Black–White differences in self-reported measures of physical and mental health (Williams et
al., 1997). This highly respected study has been cited over 3,000 times since its publication. The
large sample for this study (n = 1,106) included 520 White and 586 Black adult respondents in
the Detroit area. Data from this study indicated that perceived discrimination and traditional
measures of stress were both related to health and play an incremental role in accounting for
differences between the health of White and Black adults. While much of the difference in health
status was determined to be related to SES, after accounting for SES, the racial differences were
still significant (though greatly reduced). This study also introduced the Everyday Discrimination
Scale (EDS) (Williams et al., 1997).
More than a decade later Williams would be joined by Mohammed to write another
frequently cited article reviewing discrimination and racial disparities in health (Williams &
Mohammed, 2009). In this study the authors reviewed and critiqued empirical research on
perceived discrimination and health, and they reported that research continues to document a
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significant negative correlation between discrimination and health. They noted that in nearly all
of the studies they reviewed (n = 115), and nearly without exception, discrimination and mental
health were found to be associated with poorer mental health status. However, almost all studies
were of a cross-sectional design allowing for the possibility that perceptions of discrimination
were due to mental health status. Williams & Mohammed warned that for some researchers, this
has led to the atheoretical addition of a discrimination scale to health studies without adequate
preparation for the assessment of discrimination. This warning was aimed at researchers, such as
the author of the present study, who are considering adding the construct of discrimination as a
variable to their research. It warned against proceeding without careful consideration of an
appropriate operational definition of discrimination and the current theories related to its effect
on health.
Williams has since become a prolific researcher, and in 2012 he authored an article that
provided another overview of the then-current knowledge of racial inequities in health. This
article specifically attended to recent research on self-reported racial discrimination and health
(Williams, 2012). He provided evidence that there were large racial differences in SES, and these
differences accounted for a substantial portion of racial differences in health that had been
observed. He explained that race and SES combine in complex ways to impact health, and that
Blacks and Whites with high incomes live 7.1 and 6.8 years longer, respectively, than their low
income counterparts. For both Blacks and Whites, as income levels increased, health improved in
a stepwise manner. However, Williams showed that there were differences between the races in
life expectancy at all levels of income. He also explained that allostatic load scores were higher
for the poor than non-poor for both Blacks and Whites, but scores for Blacks were higher than
Whites at comparable levels of income.
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More recently Williams co-authored an article studying racial disparities in health among
Black and Hispanic adults who are not poor (Colen et al., 2018). This study sought to estimate
the extent to which SES is associated with exposure to discrimination across different
racial/ethnic groups. The researchers sought to determine if the differing relationship between
SES and self-rated health across these groups is explained by higher exposure to unfair
treatment. They concluded that African Americans and Hispanics in stable SES ranges were
significantly more likely to experience discrimination than Whites with similar SES. Their data
also suggested that non-Hispanic Blacks face higher rates of hypertension (25%), diabetes
(49%), and obesity (59%) than those found among non-Hispanic Whites, and Hispanics
experienced increased rates of diabetes (25%) and obesity (20%) than their non-Hispanic White
counterparts.
Taken together, these data add support for the theory that discrimination has an impact on
lifetime health outcomes independent of SES. However, it remains unclear from these studies if
childhood experiences of discrimination or racism have the same type of dose-response impact
on health that childhood abuse, neglect, and household dysfunction have been shown to have.
Studies on discrimination in non-U.S. racial and ethnic groups
While Williams primarily studied the impact of racism and discrimination on physical
health, other researchers have examined mental health and its relationship to discrimination.
Three studies examined the effects of perceived discrimination on different racial or ethnic
groups in three different English-speaking countries.
Noh & Kaspar (2003) studied the effects of perceived discrimination on depression and
whether coping styles (problem solving coping vs. emotion focused coping), acculturation, and
ethnic support had a moderating effect on 860 Korean immigrants in Toronto, Canada. They
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included in this study an examination of the relationship between racial or ethnic discrimination
and depression by focusing on individual responses to perceived discrimination. The researchers
also studied whether personal coping responses, acculturation, and ethnic social support
moderated the degree of impact that perceived racial stigma had on depressive symptoms. Their
results incorporated multiple models, with the first showing a modest but statistically significant
association between perceived discrimination and depressive symptoms.
In the study’s second model, which included the coping style variable, perceived
discrimination and emotional focused reactions showed a significant direct association with
depression. Interestingly, the addition of emotional reactions reduced the relationship between
perceived discrimination and depression by almost 40%. In addition, problem-focused coping
had a stress-moderating effect. These data suggested that exposure to discrimination may
increase the probability of experiencing depressive symptoms, but this effect is partly moderated
by whether one copes with the discrimination in an emotion focused or problem focused manner.
Just two years later on the other side of the Atlantic, Bhui et al. (2005) published a study
of 2,054 U.K. individuals in six different ethnic group and the impact of workplace racial or
ethnic discrimination on common mental health disorders. The researchers of this study
hypothesized that workplace racial discrimination might lead to mental illness by harming the
individual’s self-esteem, as well as through chronic stress. They reported that workplace insults,
job denial, and unfair treatment at work were associated with greater risks of common mental
disorders among ethnic groups. The data in this study suggested that exposure to racist insults
and unfair treatment at work approximately doubled the risk of a common cluster of mental
disorders.
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Ellis et al. (2008) studied 135 English-speaking Somali adolescent refugees in the U.S
between the ages of 11 and 20 and examined the relationship between trauma exposure, postresettlement stressors, perceived discrimination, and mental health symptoms. Their results
indicated that perceived discrimination was linked to greater PTSD symptoms, even after
accounting for trauma, demographic, and immigration variables. Considering the results from
Noh & Kaspar (2003), Bhui et al. (2005), and Ellis et al. (2008) we can see that exposure to
discrimination in different forms likely has an negative impact impact on different forms of
mental health. However, this impact may be moderated in part by individual coping strategies,
with problem solving coping approaches possibly acting as a protective factor.
Studies on discrimination in U.S. racial and ethnic groups
In addition to the work done to study discrimination’s effect on mental health on non-U.S
populations, two important studies were published in the following decade that explored the
effects of discrimination on mental health in U.S. minority groups. Ayalon & Gum (2011)
studied 7,493 U.S. residents 50 years and older to determine if there is a relationship between
two types of discrimination and mental health in three different racial and ethnic groups (86%
White, 8% Black, 5% Latino). This study examined both perceived exposure to major lifetime
discrimination as well as everyday discrimination to determine if they contributed independently
to risks on mental health (Ayalon & Gum, 2011). The results of this study indicated that 45% of
older Black adults reported at least one type of major lifetime discrimination compared to 30%
of the general sample, and that Black participants reported the highest frequency of everyday
discrimination. The researchers also reported that everyday discrimination had a somewhat
stronger correlation with mental health indicators than major lifetime discrimination and was
significantly associated with mental health outcomes for older Black adults. For White and
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Latino older adults, major lifetime discrimination was associated with depressive symptoms, but
this relationship was not significant for Blacks.
One year later, Pieterse et al. (2012) published a meta-analytic review studying perceived
racism by Black Americans and its impact on their mental health. This report reviewed 66
studies published between January 1996 and April 2011 with a combined sample size of 18,140
individuals. The data from this study suggested a statistically significant, though small (r =.20),
positive association between perceived racism and psychological distress. Pieterse et al. noted
that the operational definition of racism varied across studies and may have impacted research
results. They attempted to account for these differences, as well as differences in different mental
health outcomes, through their statistical analysis. Taken as a whole, the Ayalon & Gum (2011)
study and Pieterse et al. (2012) study reinforced the relationship between racism, discrimination,
and mental health. Ayalon & Gum (2011) provided a helpful distinction between major lifetime
vs. everyday discrimination and suggest that the latter likely has a stronger relationship to mental
health.
As we have seen, the operational definition of racism and discrimination is a vital
component of this area of study. Krieger et al. (2005) studied the validity and reliability of a
short self-report discrimination instrument, the ‘‘Experiences of Discrimination’’ (EOD)
measure. They used a sample of 98 African American and 110 Latino participants and found that
the EOD can be validly and reliably employed. Scale reliability was reported high with a
Cronbach’s alpha of 0.74 or greater, and test–re-test reliability coefﬁcients of r = 0.70. In
addition, structural equation modeling demonstrated the EOD had the highest correlation with an
underlying discrimination construct compared to other self-report discrimination measures
employed. Of interest to the question of whether racism or discrimination might constitute an
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ACE, this study included a set of questions (separate from the EOD) related to childhood
"worry" about discrimination but found that reliability was low for this set of questions.
Racism and Discrimination as Adverse Childhood Experiences
Other researchers have studied expanding ACEs to include additional childhood
adversities, and these studies have established a robust area of research in the field. Finkelhor et
al. (2013) attempted to replicate the original ACE Study (Felitti et al., 1998) findings in a sample
of 2,030 youth aged 10 to 17 years using psychological distress as an outcome measure. The
researchers also sought to determine if the adversities included in the ACE Study could be
improved upon by considering a more comprehensive range of possible adversities. Results from
the study suggested that the researchers were able to replicate the ACE Study findings, and that
the original ACE scale items associated with mental health symptoms were significantly
improved by removing some of the original items and adding peer rejection, peer victimization,
community violence exposure, school performance, and socio-economic status. However,
discrimination and racism were not included as possible adverse experiences.
Wade Jr et al. (2014) published a study that aimed to identify and characterize the range
of adverse childhood experiences faced by young adults who grew up in a low-income urban
area. This qualitative study conducted 17 focus groups with a total of 105 participants combined
with two member-checking focus groups with 14 participants. The researchers reported that
participants endorsed additional experiences not included in the initial set of ACEs including (a)
growing up in a single-parent home; (b) exposure to violence, adult themes, and criminal
behavior; (c) personal victimization; (d) bullying; (e) economic hardship; and (f) discrimination.
However, somewhat confusingly, they reported that few respondents endorsed racism and
discrimination as a significant childhood stressor.
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While Wade et al. (2014) focused on inner city adversities, Brockie et al. (2015) placed
their attention on adversities faced by 288 reservation-based Native American adolescents and
young adults. They studied the relationship between exposure to traditional ACEs and risk
behaviors and mental health outcomes, and also examined two variables specific to Native
Americans, historical loss associated symptoms and perceived discrimination. The data from this
study suggested that each additional ACE increased the odds of depression symptoms by over
50%, and the odds of depression, poly-drug use, and PTSD symptoms were significantly higher
in those individuals with increased levels of historical loss. Also, the odds of poly-drug use and
PTSD symptoms were higher in individuals who had greater experiences of discrimination.
A 2015 study was designed to see if the original ACEs should be expanded using a more
diverse (socioeconomically and racially) urban sample of 1,784 participants (Cronholm et al.,
2015). Both “Conventional” ACEs as well as “Expanded” ACEs were measured to determine
whether conventional ACEs alone can sufficiently measure adversity. The expanded ACEs
included (a) witnessing community violence, (b) racial discrimination, (c) feeling that their
neighborhood was unsafe, (d) experiencing bullying, and (e) having a history of living in foster
care. The study reported that 63.4% of participants experienced at least one Expanded ACE, and
49.3% experienced both. An important finding in this study was 13.9% of respondents
experienced only Expanded ACEs and no Conventional ACEs. The researchers call for expanded
ACE measures to account for adversity specific to particular SES and racial experiences. While
this study added to the evidence supporting the experience of expanded ACEs in urban
populations, it did not determine if these expanded ACEs were correlated with an increased risk
for negative health behaviors or disease. However, when combined with the results of the
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Brockie et al. (2015) study these two studies suggest that the experience of expanded ACEs, and
discrimination in particular, could be an important ACE in minority population’s mental health.
One year later Wade Jr examined the relationship between ACEs, expanded ACEs, and
health outcomes in a sample of 1,784 adults living in Philadelphia (Wade Jr et al., 2016). This
study also examined the moderating effect of SES on this association. Expanded ACEs in this
study included: (1) witnessing violence, (2) discrimination, (3) living in unsafe neighborhoods,
(4) living in foster care, and (5) bullying. With regard to health risk factors, the researchers
reported that Expanded ACE scores were associated only with substance abuse history and
sexually transmitted infections. Expanded ACEs were also significantly associated with mental
illness but not physical health conditions. Expanded ACEs in this study also differed from
conventional ACEs in that they did not have consistent strep-wise effects when they
accumulated. For example, three or more Expanded ACEs did not lead to an increased odds ratio
for depression over exposure to 2 ACEs. In other words, the expanded ACEs did not demonstrate
the same dose-response relationship to mental and physical health that conventional ACEs have
been shown to have.
The authors noted that Expanded ACEs were likely experienced at older ages than
Conventional ACEs, and they suggested that these differences may be because the Expanded
ACEs represent mostly environmental factors outside of the family, whereas Conventional ACEs
were generally experiences that occur within the family that can disrupt the primary support
systems that children require for normal development. They suggested that Conventional ACEs
disrupt the parent-child relationship and degrade the buffering role these relationships play. This
is an important theory that could offer insight into why the experience of racism or
discrimination may not have the same cumulative effects as Conventional ACEs.
55

The question explored in this section was whether the literature on racism, discrimination
and health outcomes supports the theory that childhood experiences of racism and discrimination
have similar impacts on health risk behavior, health outcomes, and mental health as traditional
measures of childhood maltreatment such as ACEs. The researcher theorized that if experiences
of racism or discrimination have been shown to have similar effects as those documented for
ACEs, then they likely contribute to alterations in brain development. These alterations may
have led to the same kinds of impairments that negatively affect psychotherapy common factors
and therefore potentially diminished psychotherapy effectiveness.
While it is clear that there is considerable evidence that experiences of racism and
discrimination have a negative impact on physical and mental health, particularly when
experienced in adolescence and adulthood, the research is not as clear that they constitute
equivalent childhood physical and neurological trauma as the original ACEs studied by Fellit et
al. (1998). Wade Jr et al. (2016) theorize that racism and discrimination do not disrupt the
relationship between the child and their primary caregiver, and this relationship with the primary
caregiver acts as a protective factor that lowers the severity that exposure to childhood racism
has on overall health. For this reason, this study did not include racism or discrimination in its
assessment of adverse childhood experiences.
Summary
Neurological Impact of Child Maltreatment
To begin, this chapter included a review of the literature examining the neurological
impact of childhood maltreatment on brain centers responsible for threat and safety assessment,
emotional regulation, and reward anticipation. Teicher & Samson (2016) reviewed 24 years of
psychiatric neuroimaging studies and concluded that there is a potential causal relationship
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between childhood maltreatment and alterations of brain development. Their study also
concluded that childhood maltreatment has been an unrecognized confound in almost all
psychiatric neuroimaging studies. Teicher & Samson identified major subcortical structures of
the brain that can be directly altered by exposure to various forms of childhood maltreatment
during childhood development. Each of these structures has a high density of glucocorticoid
receptors making them susceptible to developmental alterations in response excessive levels of
the stress hormone cortisol and other glucocorticoids (Lippard & Nemeroff, 2020).
The nature of these childhood-maltreated brain alterations may leave affected individuals
impaired in their ability to (a) establish trusting relationships, (b) regulate their emotions when
exposed to problematic material in session, and (c) anticipate the long-term rewards that
tolerating feeling unsafe and dysregulated during sessions may bring in the future (Lippard &
Nemeroff, 2020). These impairments impact three important common factors of psychotherapy
(Weinberger & Rasco, 2007), and may therefore have a deleterious impact on the effectiveness
of most modern psychotherapy modalities.
Relationship Between Adult Psychopathology and Child Maltreatment
Next, literature that studied the effect of childhood maltreatment on adult
psychopathology was reviewed. Individuals who experienced childhood maltreatment had an
increased risk for mental disorders in adulthood including (a) depression, (b) anxiety, (c) stress
disorders, (d) alcohol dependence, (e) illicit drug use, (f) personality disorder, (g) and suicidality
(Ball & Links, 2009; MacMillan et al., 2001; Teicher & Samson, 2016; Teicher, Samson,
Anderson, & Ohashi, 2016; Uddin et al., 2013). Further, maltreated individuals had greater
symptom severity, comorbidity, and poorer treatment responses than individuals who report no
childhood maltreatment (Grote et al., 2012; Harkness et al., 2012; Teicher & Samson, 2013).
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Potential Mediators Between Childhood Maltreatment and Psychopathology
Three studies were reviewed that focused on mediating factors between childhood
maltreatment and psychopathology. Hankin (2005) suggested that a negative cognitive style and
an insecure attachment style were significantly associated with overall maltreatment and
emotional abuse. A second study suggested that it may be the psychological aspect of physical
abuse and exposure to family violence that shapes individuals’ attachment style (Muller et al.,
2012). Furthermore, Young & Widom (2014) suggested that high IQ had a significant mediating
effect, and reduced the negative impact of childhood maltreatment on altered emotion processing
to non-significance. It appears that the negative psychological effects of abuse in all its forms
may increase the probability of an individual forming an insecure attachment style, but that high
IQ may function as a protective factor for individuals exposed to childhood maltreatment.
Psychotherapy Dropout Rates
The literature on psychotherapy dropout was then reviewed. Between 25% and 50% of
individuals engaging in psychotherapy services drop out of treatment (Hamilton et al., 2011;
Wierzbicki & Pekarik, 1993). Multiple large meta-analyses found that dropout rate was not
significantly related to client age, practitioner licensure status (including student status), study
design, or recency of the study (Fernandez et al., 2015; Gersh et al., 2017). Other studies found
that dropout rates did not vary by therapeutic modality (Cooper & Conklin, 2015; Grant et al.,
2012). Based on these results, it appears that the type of therapy used, experience level of the
counselor, and intended number of sessions do not predict client dropout. A significant gap in
this literature is the lack of research studying the effects of childhood maltreatment on client
dropout in adulthood.
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Psychotherapy Effectiveness Studies that Consider Child Maltreatment
Psychotherapy effectiveness studies that consider child maltreatment were considered
next. Childhood maltreatment predicted poor course of illness and treatment outcome in
individuals with depression (Nanni et al., 2012). Similarly, individuals with a history of sexual
abuse were thought to have special needs that required individualized treatment design
(Spinhoven et al., 2009). Participants who experienced childhood maltreatment were also less
likely to respond to individual psychotherapy compared to CBT or antidepressant medication
(Harkness et al., 2012). Furthermore, women with more trauma exposure in brief interpersonal
psychotherapy showed significantly less improvement in depressive symptoms, had greater
severity and impairment, and were less likely to show remission after three months of treatment
(Grote et al., 2012). Overall, the limited literature in this area suggested that individuals who
experienced childhood maltreatment may experience poorer psychotherapy treatment outcomes.
Brief Assessment Instruments
Literature was then reviewed on assessment instruments for the three constructs relevant
to this study: depression, anxiety, and childhood maltreatment. Brief clinical assessments are
useful for monitoring the impact of clinical mental health interventions as well as identifying
clients who may not be responding to treatment (Lambert & Hawkins, 2004). Three depression
assessment instruments were reviewed, and each demonstrated good validity and reliability.
They included the (a) Beck Depression Inventory-II (BDI-II) (Beck et al., 1996), (b) Patient
Health Questionnaire (PHQ-9) (Kroenke et al., 2001), and the (c) PROMIS Short Form –
Depression (PROMIS-SF-Depression) (Clark & Kuhl, 2014; Pilkonis et al., 2014; Pilkonis et al.,
2011). Similarly, two anxiety assessment instruments were reviewed, both with good
psychometrics. These were the State-Trait Anxiety Inventory (STAI) (Groth-Marnat & Wright,
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2016) and the PROMIS Short Form-Anxiety (PROMIS-SF-Anxiety) (Clark & Kuhl, 2014;
Pilkonis et al., 2011). Finally, three retrospective measures of childhood maltreatment were
reviewed including the CTQ (Bernstein et al., 1994), the ACE Questionnaire (Felitti et al., 1998),
and the Maltreatment and Abuse Chronology of Exposure (MACE) scale (Teicher & Parigger,
2015). This section of literature review suggested that there are many valid and reliable
instruments available to measure the constructs relevant to the present study.
Discrimination as a Potential Adverse Childhood Experience
The researcher of this study was interested in determining if discrimination or racism
have been found to have similar effects as traditional ACEs on health outcomes. The literature
reviewed for this section suggested that while there are significant racial differences in health
outcomes (Bhui et al., 2005; Noh & Kaspar, 2003), a substantial portion of these differences
were accounted for by socio-economic status (Williams, 2012). However, SES did not account
for all differences. For example non-Hispanic Blacks in stable SES ranges face worse health
outcomes in some areas than their non-Hispanic White counterparts (Colen et al., 2018).
Only one study was identified that directly examined the effects of expanded ACEs on
health outcomes (Finkelhor et al., 2013). Expanded ACEs included: (1) witnessing violence, (2)
discrimination, (3) living in unsafe neighborhoods, (4) living in foster care, and (5) bullying.
Expanded ACEs were significantly associated with mental illness but not physical health
conditions. Also, expanded ACEs did not demonstrate the same dose-response relationship to
mental and physical health that conventional ACEs have been shown to have. For example, three
or more Expanded ACEs did not lead to an increased odds ratio for depression over exposure to
2 ACEs. The authors noted that Expanded ACEs represented mostly environmental factors
outside of the family, whereas Conventional ACEs were generally experiences that occurred
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within the family. Conventional ACEs were thought disrupt the primary support systems that
children require for normal development. They suggested that Conventional ACEs disrupt the
parent-child relationship and degrade the buffering role these relationships play. Based on these
results, the present study did not include discrimination or racism as a form of childhood
maltreatment.
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CHAPTER III
METHODOLOGY
The purpose of this study was to determine whether individuals who retrospectively
report childhood maltreatment experience differing psychotherapy outcomes compared to those
who report no childhood maltreatment. This was achieved by comparing mean symptom changes
and treatment dropout rates between three groups. The No ACEs group consisted of individuals
reporting no ACEs. The 1 – 3 ACEs consisted of individuals reporting an ACE score between 1
and 3. Participants in the 4+ ACEs group reported an ACE score of 4 or greater. This chapter
explains the research design used, the population and sample studied, procedures for data
collection, the instruments used, and the statistical methods employed to analyze results of the
study.
Research Design
This research was a causal-comparative design to study the influence of a participant’s
past exposure to childhood maltreatment on two dependent variables related to counseling
effectiveness: symptom change and dropout rate. Since this study measures past exposure to
childhood maltreatment retrospectively, it requires an ex post facto design (Umstead & Mayton,
2018). One benefit of using a causal-comparative design is that it can be aimed to identify
whether childhood maltreatment acts as a cause for differences in mean symptom change or
dropout rate. However, due to a lack of randomization and direct manipulation of the
independent variable such a design is unable to establish direct causality. Symptom changes were
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measured pre- and post-treatment and analyzed using a mixed-design analysis of variance
(ANOVA) as well as Kendall’s tau-b test. Client dropout was analyzed using a Somers’ delta (or
Somers’ d) test. Somers’s d is a nonparametric measure of the strength and direction of
association that exists between an ordinal independent variable and an ordinal dependent variable
(Somers, 1962). This statistic is superior to other directional tests such as the Mantel-Haenszel
test of trend when distinguishing between an independent and dependent variable is important
(Laerd Statistics, 2016).
Procedures
This study was conducted with individuals seeking mental health services from
counseling interns at a counseling center operated by a graduate school counseling program in
the Southeastern United States. This center has operated within its community for over thirty
years and provides reduced-fee counseling services to over 150 clients per year. The clients who
seek services at the counseling center are both ethnically and socio-economically diverse. All
new clients seeking individual counseling services at the center were contacted prior to intake
and invited to participate in this study. They were contacted by one of two Reformed Theological
Seminary (RTS) staff members who received human subjects research training and were
approved by the Mississippi State University Institutional Review Board (IRB) as unaffiliated
investigators for this study. New clients were offered a $5 reduction in their session fee if they
agreed to participate. Those who agreed to participate were scheduled for a baseline assessment
session with the RTS staff member who initially contacted them. No additional recruiting was
performed for the study.
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Consent and Baseline Assessment
In order to establish baseline symptom severity, the clients who agreed to participate in
this study were assessed prior to meeting with their assigned counselor by the same RTS staff
member who invited them to participate in the study. Due to the COVID-19 epidemic, the
participants were given the option of attending their intake session in-person or via telehealth.
Participants were first provided a copy of the Mississippi State University Informed Consent
Form for Participation in Research form (see Appendix A). The staff member reviewed this form
with the participant to ensure the participant understood the study’s procedures, risks, benefits,
incentives, and confidentiality commitments. Participants were also informed verbally that their
participation in the study was voluntary and that they could discontinue their participation at any
time with no penalty or loss.
If the participant agreed to these conditions and signed the informed consent form, then
the staff member administered two brief symptom measures: the DSM-5 Severity Measure for
Depression—Adult (PROMIS-SF-Depression), and the DSM-5 Severity Measure for Anxiety—
Adult (PROMIS-SF-Anxiety), both empirically supported assessments with high validity and
reliability (Clark & Kuhl, 2014; Pilkonis et al., 2011; Pilkonis et al., 2014). Participants were
then screened by the same staff member for childhood maltreatment using the ACE
Questionnaire (Felitti et al., 1998). The ACE questionnaire collects information about how many
of 10 categories of adverse experiences the individual was exposed to in childhood including
psychological, physical, and sexual abuse, emotional and physical neglect, parental divorce or
separation, as well as household substance abuse, mental illness, domestic violence, and
criminality. It has demonstrated good validity and reliability (Dube et al., 2004; Kidman et al.,
2019).
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The ACE questionnaire is a brief assessment that only asks if the individual was exposed
to each of the maltreatment categories without probing questions of frequency, severity, or age of
exposure. For example, the questionnaire assesses physical abuse with the question, “While you
were growing up, during your first 18 years of life: Did a parent or other adult in the household
often: Push, grab, slap, or throw something at you? Or, ever hit you so hard that you had marks
or were injured?” The ACE questionnaire was selected for the present study due to the large
research literature that makes use of it, the relative simplicity of administration, and its lower
intrusiveness in comparison to other measures of childhood maltreatment (e.g. Childhood
Trauma Questionnaire, Maltreatment and Abuse Chronology of Exposure).
After the baseline assessment was completed, participants were assigned to a student
counselor who then contacted the participant to schedule their first counseling session. Paper
copies of the three assessments were stored in a locked file cabinet in the RTS staff member’s
office. Student counselors were not part of the baseline assessment process and were unaware of
which of the clients on their caseload were study participants. The principal researcher was kept
blind to the participants in the study, as well as which counselors were providing services to
participants.
Study Groups
Three study groups were formed. The “No ACEs” group consisted of participants who
retrospectively reported experiencing no adverse childhood experiences. The “1 – 3 ACEs”
group consisted of individuals reporting between 1 and 3 ACEs. This group represented
individuals who reported experiencing mild to moderate levels of adverse childhood experiences.
Participants who reported 4 or more ACEs were included in the “4+ ACEs” group that
represented individuals who experienced severe levels of adverse childhood experiences.
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Participants in all groups received eight sessions of psychotherapy from a graduate
counseling student in their clinical internship. Eight sessions of psychotherapy were selected
based on findings that approximately 50% of clients report reliable change after seven sessions
(Lambert, 2019). In order to control for differences in student-counselor effectiveness, a pool of
student-counselors was used, and each counselor worked with multiple randomly assigned
clients from each study group.
Student-Counselors
Each student-counselor providing counseling services in this study was participating in
the clinical internship of their CACREP accredited graduate clinical mental health counseling
program. The student-counselors were blind as to which of their clients were participants in this
study, as were their clinical supervisors. Each student-counselor had a case load consisting of
randomly assigned participants as well as clients who were not participating in the study.
Prior to their internship, student counselor completed CACREP-required training via
courses in: (a) professional counseling ethics, (b) helping relationship skills, (c) counseling
theories, (d) group counseling, (e) psychopathology, (f) research and program evaluation, and (g)
practicum. Concurrent with their internship, student counselors completed CACREP-required
training in (h) social and cultural diversity, (i) assessment and testing, (j) human growth and
development, and (k) career and lifestyle development.
Student counselors also completed program-required training in addition to the
CACREP-required areas. Prior to their internship, student counselors completed courses in: (a)
neuroscience for counseling, (b) family and couples counseling, (c) and substance abuse and
addictions. Concurrent with their internship, they completed training in (d) trauma informed and
crisis counseling, and (e) human sexuality.
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The training program student counselors attended prioritized a clinical approach that
emphasized person-centered and gestalt therapy traditions. It also integrated major concepts from
emotion-focused therapy (EFT) (Greenberg, 2004). The program emphasized both the
therapeutic relationship and the process of client reflection on aroused emotions in session.
Student counselors were trained to deliberately reflect maladaptive emotions (e.g., fear, shame)
and then promote change by helping the client access adaptive emotions (e.g., sadness, anger).
Student counselors were taught to acknowledge and attend to these adaptive emotions, a process
that is thought to promote emotion regulation and develop a more resilient sense of self in the
client. Such therapeutic experiences are also thought to help transform the person’s maladaptive
emotions and to explicitly challenge maladaptive beliefs. In addition, the program provided
significant training in CBT, psychodynamic therapy, and internal family systems (IFS).
Supervision
Student-counselors received weekly supervision during their internship. The roles and
responsibilities of the supervisory relationship were formalized in a supervision contract (see
Appendix D). Supervisors used a learning-based model of supervision that emphasized
establishing an alliance-building environment in which the supervisee was able to develop their
intervention, conceptualization, and personalization skills. Supervision was a mixture of case
review, collaborative problem solving, chart review, and support. The supervisor served in the
roles of teacher, counselor, consultant, and evaluator. Supervision included: (a) accountability to
professional ethics and best practice principles, (b) examination of supervisee objectivity and
professional boundaries with clients, (c) detailed focus on the personal awareness of the
supervisee, (d) the importance of establishing and maintaining trust of clients, (e) issues of
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transference/ countertransference, (f) multicultural counseling competence, and (g) working
toward therapeutic goals established in collaboration with the client.
The supervisor endeavored to create a space in which the supervisee examined their
skills, become exposed to new ideas, and implement those new ideas to enable clinical growth
and development. Feedback was provided verbally by the supervisor during each session. Formal
written summative and formative evaluations were also completed by the supervisor and
reviewed with the supervisee at the middle and end of each supervision term respectively.
Treatment
All three groups had to undergo eight sessions of psychotherapy. Due to the COVID-19
pandemic, participants were given the option of receiving counseling services in-person or via
telehealth. Some participants chose to complete all eight sessions via telehealth. Others opted for
either a mix of in-person and telehealth, or in-person only sessions. Student counselors received
weekly individual supervision from their internship supervisor while participating in the present
study. Depression and anxiety symptoms were assessed in participants after the conclusion of
eight sessions using the same PROMIS-SF-Depression and PROMIS-SF-Anxiety instruments
used at intake. Participants were assessed by one of the two RTS staff members approved by the
Mississippi State University IRB as unaffiliated researchers.
Results of the changes in depression and anxiety were calculated and recorded by the
RTS staff member. Paper copies of the assessment were stored in locked filing cabinets located
within the RTS staff member offices. They will be retained for seven years and then shredded.
Coded data were stored on the student co-investigator's password-protected computer hard drive
in both Microsoft Excel and IBM SPSS file formats. This computer is located in the office of
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Michael Hillerman, Counseling Center Building, 5422 Clinton Blvd, Jackson, MS. It will be
retained for seven years.
Population and Sample Size
The sample from this study was drawn from men and women ages 18 to 65 residing in
the Southeastern United States, and who sought mental health services at a graduate school
counseling center. The counseling center is located in an urban area that serves a racially and
socio-economically diverse population. It offers counseling services at a reduced rate and on a
sliding scale based on household income. The majority of participants (66.7%) reported an
annual household income under $30,000. The study ran from September 24, 2020 until August
31, 2022. Eligibility criteria for the sample included the following:
1. The individual was seeking individual counseling. Individuals who received couple
and family counseling services conjoint with their partner or family members were
excluded.
2. The individual was between 18 and 65 years of age.
3.

The individual agreed to be part of this study.

Results of the mean changes in depression and anxiety symptoms were compared
between groups using a mixed-design ANOVA analysis (Henson, 2015) and a Kendall’s tau-b
test (Laerd Statistics, 2016). Differences in dropout rates between groups were analyzed using a
Somers’ d test (Somers, 1962). For the ANOVA test, an a priori power analysis using G-Power
3.1.9.7 (Faul et al., 2007) indicated that an optimal total sample size of N = 48 is needed to detect
a large effect size of f = 0.4 assuming correlations among repeated measures of 0.4, a power of
.80, and an alpha of .05. A total sample of this size yields an actual power of 0.83. For the
Somers’ d test , an a priori power analysis using G-Power 3.1.9.7 for the similar Chi-Square test
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indicated that an optimal total sample size of N = 39 is needed to detect a large effect size of w =
0.5 with a power of .80 and an alpha of .05 and df = 2. A total sample of this size yields an actual
power of 0.80. Given these power analyses, a total target sample size of N=48 was set.
Data Collection Procedures
Individuals who agreed to participate in the study were screened for childhood
maltreatment using the ACE Questionnaire (Felitti et al., 1998) by an RTS staff member
approved by the Mississippi State University IRB as an unaffiliated investigator. To establish
baseline symptomology all participants were assessed at intake with both the DSM-5 Severity
Measure for Depression—Adult (PROMIS-SF-Depression) and the DSM-5 Severity Measure for
Anxiety—Adult (PROMIS-SF-Anxiety, each empirically supported assessments with high
validity and reliability (Clark & Kuhl, 2014; Pilkonis et al., 2011; Pilkonis et al., 2014).
Individuals were assessed again at follow-up after the conclusion of treatment using the same
measures. Coded data for all five assessments (1 ACE, 2 PROMIS-SF-Depression, 2 PROMIS
SF-Anxiety) were stored on the investigator's password-protected computer hard drive in both
Microsoft Excel and IBM SPSS file formats. This computer is located in the office of Michael
Hillerman, Counseling Center Building, 5422 Clinton Blvd, Jackson, MS. It will be retained for
seven years. Paper copies of all five assessments were stored in a locked file cabinet located in
the offices of the RTS staff members approved as unaffiliated researchers by the Mississippi
State IRB and will be retained for seven years. After seven years these paper copies will be
shredded.
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Instruments
The study made use of three instruments that have been validated by previous research.
Initial screening of individuals for group composition used the ACE questionnaire (Felitti et al.,
1998) which is one of the most commonly used assessments of childhood maltreatment in the
field (Hughes et al., 2017) and has demonstrated adequate psychometric properties (Dube et al.,
2004; Ford et al., 2014; Kidman et al., 2019). All individuals in the study were also assessed pretreatment and post-treatment for both depression using the DSM-5 Severity Measure for
Depression—Adult (PROMIS-SF-Depression), and anxiety using the DSM-5 Severity Measure
for Anxiety—Adult (PROMIS-SF-Anxiety), both empirically supported assessments with high
validity and reliability (Clark & Kuhl, 2014; Pilkonis et al., 2011; Pilkonis et al., 2014).
DSM-5 Severity Measure for Depression—Adult (PROMIS-SF-Depression).
The PROMIS-SF-Depression is an empirically supported brief assessment for depression
(Clark & Kuhl, 2014; Pilkonis et al., 2011; Pilkonis et al., 2014) that was included in a suite of
assessments made publicly available by the APA when the DSM-5 was published. The
PROMIS® is an NIH Roadmap initiative devoted to developing better measurement tools for
assessing constructs relevant to the clinical investigation and treatment of all diseases, including
emotional distress. The measures can be freely obtained from the PROMIS website (PROMIS,
2021). Its psychometric properties have strong convergent validity with legacy depression selfreport instruments such as the PHQ-9 with a Cronbach's alpha of .81 and a reliability of .92
(Pilkonis et al., 2014). The PROMIS Depression scales have also recently been reported to be
responsive (sensitive to change) and are therefore appropriate as outcome measures in research
as well as for monitoring treatment in clinical practice (Kroenke et al., 2021).
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DSM-5 Severity Measure for Anxiety—Adult (PROMIS-SF-Anxiety).
The PROMIS-SF-Anxiety is an empirically supported brief assessment for anxiety (Clark
& Kuhl, 2014; Pilkonis et al., 2011) that was included in a suite of assessments made publicly
available by the APA when the DSM-5 was published. It is part of the same suite of PROMIS
assessments discussed above. The psychometric properties of the PROMIS instrument for
anxiety was assessed for use with bariatric surgical candidates, and the study concluded that the
instrument demonstrated good reliability (Cronbach’s alpha of 0.91) , validity (B = -0.10, p <
.01), and invariance across race and sex (Kudel et al., 2019). The psychometric properties of this
assessment were also studied for rheumatoid arthritis patients and compared to 4 other legacy
measures of anxiety. This study suggested that the PROMIS anxiety scale had the highest
internal consistency of all measures tested, and high test–retest reliability (Hitchon et al., 2020).
Adverse Childhood Experiences (ACE) questionnaire.
The ACE Questionnaire (see Appendix B) is an empirically supported retrospective
assessment of the number of categories of adverse childhood experiences an individual has
experienced (Dube et al., 2004; Ford et al., 2014; Kidman et al., 2019; Meinck et al., 2017). It
assesses some of the most common sources of stress that children may suffer early in life,
including multiple types of abuse, neglect, violence, and household dysfunction. Research using
the ACE Questionnaire has demonstrated that exposure to adverse childhood experiences result
in dose-dependent increases in the potential risk for a broad array of mental illnesses, addictions,
and medical diseases (Zarse et al., 2019). A study of the reliability of the ACE Questionnaire
(Dube et al., 2004) found test-retest reliability for the ACE score was good (weighted-kappa =
0.64). A later study comparing prospective versus retrospective reports of adverse childhood
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experiences using two large national datasets found no bias in the retrospective ACE
Questionnaire assessment indicating good validity (Hardt et al., 2010).
Statistical Analysis
To examine the relationship between exposure to childhood maltreatment and (1)
symptom change, and (2) attrition rate, statistical analyses was used to evaluate the data and
evaluate two null hypotheses:
H01: Mean symptom changes do not vary between participants who report mild/moderate
levels of adverse childhood experiences, severe levels of adverse childhood
experiences, and no adverse childhood experiences.
H02: Dropout rates do not vary between participants who report mild/moderate levels of
adverse childhood experiences, severe levels of adverse childhood experiences,
and no adverse childhood experiences.
In analyzing the data collected for this study an alpha level of .05 was used, and the null
hypothesis H01 would be retained if the mixed-design ANOVA statistic yielded an F score that
did not reach the critical value, and any changes between groups would be assumed to be the
result of chance or error. However, if the critical value was reached or exceeded, then the H01
null hypothesis would be rejected and the mean changes in depression and anxiety scores
between individuals in the No ACEs group, the 1 – 3 ACEs group (mild/moderate levels), and
4+ ACEs group (severe levels) would be considered statistically significant.
One limitation of the mixed-design ANOVA is it assumes categorical groups and does
not account for ordinality in those groups. The design of this study employed ACE groups that
are ordinal in nature. For this reason, the H01 hypothesis was also tested using a Kendall’s tau-b
test. This test is a nonparametric measure of the strength and direction of association that exists
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between two variables that are both measured on an ordinal scale or continuous scale (Laerd
Statistics, 2016). Hypothesis H01 would be retained if the Kendall’s tau-b statistic yielded a score
that did not reach the critical value, and any changes between the study groups would be
assumed to be the result of chance or error. However, if the critical value was reached or
exceeded, then the H01 null hypothesis would be rejected and the mean changes in depression or
anxiety scores between groups would be considered statistically significant.
The null hypothesis H02 would be retained if the Somers’ d statistic fell below the critical
value. The researcher would conclude in this case that any differences in dropout rates between
individuals in the three study groups were due to chance. However, if the critical value was
reached, then the researcher would conclude that differences in dropout rate between these three
groups was statistically significant. IBM SPSS version 27 (IBM Corp., 2020) was used to
perform all data analysis.
Pilot Study
The lead author of the present study received approval from the Mississippi State IRB to
conduct a limited pilot study related to the present study that employed a similar research design
(IRB-20-087). The pilot study was conducted as part of a Directed Independent Study under Dr.
Katherine Dooley. The study was approved for 16 participants from the same counseling center
proposed for the present study. It followed the same procedures for intake assessment using the
ACE Questionnaire to assess childhood maltreatment, the PROMIS-SF-Depression to measure
baseline depression severity, and the PROMIS-SF-Anxiety to measure baseline anxiety severity.
It also followed the same procedures as the present study post treatment.
After participants completed eight sessions of treatment, post treatment assessments of
depression and anxiety were measured using the same instruments as those used at intake. One
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important difference between the present study and the pilot study is the pilot study was
approved to include clients suffering from PTSD. However, no clients presented during the study
period with this disorder and the PTSD assessment was never used. Another difference between
these two studies is that participants were asked to report their level of distress at answering the
ACE questionnaire on a scale of 1 to 10 where 1 equals no distress and 10 equals maximum
distress. They were then interviewed about their distress, and the participants responses were
recorded and transcribed for qualitative analysis. The author of the present study requested and
received Mississippi IRB approval to expand the pilot study into the present study following the
procedures described in this section. The original 16 pilot study participants were included in the
sample for the present study.
Summary
This study sought to understand whether the experience of childhood maltreatment alters
the participant’s experience of psychotherapy. This was achieved by comparing symptom
changes and dropout rates between treatment groups consisting of individuals reporting No
ACEs, 1 – 3 ACEs, and 4+ ACEs. IBM SPSS was used to perform statistical analysis between
the study group mean symptom changes using a mixed-design ANOVA and Kendall’s tau-b test.
Differences in dropout rate between groups was tested using a Somers’ d test.
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CHAPTER IV
RESULTS
Exclusions and Sample Characteristics
Of the total of 40 individuals who agreed to participate in the study, two were excluded
who had neither completed nor dropped out of treatment when data collection was halted, and
one was excluded whose age (74) exceeded the study’s eligibility criteria. The mean age of the
37 remaining participants included in this analysis was 32.6 (range 18 to 65); 81.1% were
women; 70.3% were White, 21.6% were Black, and 8.1% did not report their race. Seven of the
individuals (18.9%) reported an ACE score of zero; 11 individuals (29.7%) reported an ACE
score between 1 and 3, and 19 (51.4%) reported an ACE score of 4 or greater. Seventeen
individuals (45.9%) dropped out of treatment after completing an intake session and before
completing eight counseling sessions.
Analysis of Pre-treatment Symptom Measure Scores
Analysis was performed to determine if higher ACE scores were related to higher pretreatment depression and anxiety symptom scores. A Spearman’s rho test was run to assess the
relationship between ACE groups and pre-treatment depression scores. The Spearman’s rho test
calculates a coefficient which is a measure of the strength and direction of the relationship
between two continuous or ordinal variables (Laerd Statistics, 2016). There was a statistically
significant, positive correlation between ACE groups and pre-treatment depression scores, ρ(37)
= .45, p = .005. A second Spearman’s rho test was run to assess the relationship between ACE
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Table 1
Participant Demographic Information
Characteristic
Sex
Female
Male
Race
Black
White
Not Reported
Age Range
18-25
26-35
36-45
46-55
56-65
ACE Group
No ACEs
1 – 3 ACEs
4+ ACEs
Note: N = 37.

n

%

30
7

81.1
18.9

8
26
3

21.6
70.3
8.1

14
10
7
3
3

37.8
27.0
18.9
8.1
8.1

7
11
19

18.9
29.7
51.4

groups and pre-treatment anxiety scores. Again, there was a statistically significant, positive
correlation between ACE groups and pre-treatment anxiety scores, ρ(37) = .43, p = .009. Higher
ACE groups were positively correlated with higher pre-treatment symptom measure scores for
both depression and anxiety.
Analysis of ACE Effects on Dropout
IBM SPSS Statistics version 27 (IBM Corp., 2020) was used for data analysis. The No
ACEs group of participants had a dropout rate at 28.6%. The 1 – 3 ACEs group dropped out at a
rate of 27.3% and the 4+ ACEs group dropped out at 63.2%. Preliminary analysis showed a
positive trend between ACE group and dropout rate based on visual inspection of a bar chart of
the data as seen in Figure 1. Somers' d was run to determine the association between ACE group
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and dropout rate amongst the 36 participants. There was a statistically significant correlation
between ACE group and dropout rate (d = .353, p = .029). A phi coefficient was run to
determine the effect size that ACE groups had on dropout rate, and a medium effect size was
detected, Φ = 0.36.
Analysis of ACE Effects on Depression
A 3 (between-subjects factor: No ACEs vs. 1 - 3 ACEs vs. 4+ ACEs) x 2 (within subjects
Figure 1
Clustered Bar Chart of ACE Groups and Dropout Counts

Note. Counts are shown for participants who dropped out of the study (Dropout =’Yes”) and
those that did not drop out of the study by ACE group.
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factor: pre-treatment vs. post-treatment) mixed-design ANOVA was conducted to examine
trajectories of changes in depression symptom scores between pre-treatment and post-treatment
following a course of eight counseling session, along with ACE group difference in such
trajectories. There was a single outlier identified in the data as assessed by boxplot and ShapiroWilk test (p > .05), respectively. Pre-treatment depression scores were normally distributed (p >
.05), but inspections of the boxplot for post-treatment depression scores showed one outlier as
seen in Figure 2, and the Shapiro-Wilk test indicated these data were normally distributed (p >
.05). The source assessment documentation for the outlier score was reviewed, and no data entry
error was found. No measurement error was found as the participant correctly completed all
questions on the assessment.
A mixed-design ANOVA was run with the outlier removed and the results were
essentially the same as those calculated with the outlier included. As a result, the outlier was
included in the results below. There was significant main effect of treatment on the reduction in
depression scores from pre- to post- treatment with a large effect size, F(1.00, 15.00) = 27.37, p
< .001, partial η2 = .65. However, the main effect of ACE group on the reduction in depression
scores from pre- to post- treatment was not statistically significant, F(2.00, 15.00) = .94, p =
.606, partial η2 = .07, and the interaction effect between ACE group and treatment was not
significant, F(2.00, 15.00) = .557, p = .585, partial η2 = .07. Although the mixed-design ANOVA
found a significant main effect for treatment, it did not find statistically significant effects of
ACE group on depression reduction and no significant interaction effect between ACE group and
treatment.
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Figure 2
Boxplot of Depression Pre- and Post- Treatment Symptom Scores

Note. Boxplots are shown for pre-treatment depression symptom scores (Dep_Pre) as well as
post-treatment depression symptom scores (Dep_Post). One outlier was identified in the posttreatment data.
A limitation of the ANOVA analysis above is that it assumes nominal categories in the
independent variable and is therefore unable to account for the ordinal nature of the ACE groups
in this study. To mitigate this issue, the Spearman’s rho test (Spearman, 1904) was included in
the data analysis. This test augmented the repeated measures ANOVA in this study by further
testing the directional aspect of ACE groups and their relationship to the degree of change in
symptom measures pre- and post- treatment. In preparation for this analysis, the difference
between pre- and post- depression scores was calculated to create a change score for each
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participant who completed treatment. Preliminary analysis of depression change scores showed
the relationship to be weakly monotonic, as assessed by visual inspection of a scatterplot as seen
in Figure 3. A positive correlation between ACE group and decreases in depression scores was
present but was not statistically significant, ρ(18) = .22, p = .376. ACE groups were not
significantly correlated with decreases in depression.
Figure 3
Scatter Plot of Depression Change Scores by ACE Group

Note. A scatter plot is shown of depression symptom change scores for ACE groups. Individuals
in the 4+ ACE group appeared to report weakly monotonic increases in depression reduction
between pre- and post- treatment.
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Analysis of ACE Effects on Anxiety
A 3 (between-subjects factor: No ACEs vs. 1 - 3 ACEs vs. 4+ ACEs) x 2 (within subjects
factor: pre-treatment vs. post-treatment) mixed-design ANOVA was conducted to examine
trajectories of changes in anxiety symptom scores between pre-treatment and post-treatment
following a course of 8 counseling session, along with ACE group difference in such trajectories.
There three outliers identified in the data as assessed by boxplot and Shapiro-Wilk test (p > .05),
respectively as seen in Figure 4. Pre-treatment and post-treatment anxiety scores for the No
ACEs group were not normally distributed (p < .05). The pre- and post- anxiety scores for the
Figure 4
Boxplot of Anxiety Pre- and Post- Treatment Symptom Scores

Note. Boxplots are shown for pre-treatment anxiety symptom scores (Anx_Pre) as well as posttreatment anxiety symptom scores (Anx_Post). Three outliers were identified.
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remaining two groups were normally distributed (p > .05). The source assessment documentation
for the outlier scores were reviewed, and no data entry errors were found. No measurement
errors were found as the participants correctly completed all questions on the anxiety assessment.
Each of the identified anxiety score outliers were valid scores and were correctly recorded.
A mixed-design ANOVA was run with the outliers removed, and the results were
essentially the same as those calculated with the outliers included. The mixed-design ANOVA is
fairly robust to deviations from normality (Laerd Statistics, 2016). As a result, the outliers were
included in the results below. There was significant main effect of treatment on the reduction in
anxiety scores from pre- to post- treatment with a large effect size, F(1.00, 15.00) = 22.41, p <
.001, partial η2 = .60. However, the main effect of ACE group on the reduction in anxiety scores
from pre- to post- treatment was not significant F(2.00, 15.00) = 1.43, p = .270, partial η2 = .16,
and the effect between ACE group and treatment was also not significant, F(2.00, 15.00) = .199,
p = .822, partial η2 = .03.
A Spearman's rank-order correlation was run to assess the ordinal nature of ACE groups
and their relationship to changes in anxiety symptoms between pre- and post-treatment. In
preparation for this analysis, the difference between pre- and post- anxiety scores was calculated
to create a change score for each participant who completed treatment. Preliminary analysis of
anxiety change scores by ACE group showed the relationship to be monotonic, as assessed by
visual inspection of a scatterplot as seen in Figure 5. However, there was a single outlier
identified in the data as assessed by boxplot and Shapiro-Wilk test (p > .05), respectively.
Anxiety change scores were normally distributed for all groups (p > .05), but inspections of the
boxplot for anxiety change scores showed one outlier as seen in Figure 6. The source assessment
documentation the outlier score was reviewed, and no data entry error was found. No
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measurement error was found as the participant correctly completed all questions on the
assessment.
A Spearman's rank-order correlation was run with the outlier removed and the results
were significantly different than as those calculated with the outlier included. The Spearman’s
rho test including the outlier was not statistically significant (p = .064), and the test excluding the
outlier was statistically significant (p = .009). The identified outlier was deemed a valid case
since the participant in this case simply reported their anxiety worsening rather than improving
as in all the other cases. Because there was no data-entry or measurement error, and since it was.
Figure 5
Scatter Plot of Anxiety Change Scores

Note. A scatter plot is shown of anxiety symptom change scores for ACE groups. Individuals in
the 4+ ACEs group appeared to report a monotonic increase in anxiety reduction between preand post- treatment.
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a valid case, the outlier was included in the results. The positive correlation between ACE group
and changes in anxiety scores was not statistically significant, ρ(18) = .445, p = .064
Figure 6
Boxplot of Anxiety Change Scores

Note. A box plot is shown of anxiety symptom change scores for ACE groups. A single outlier in
the 4+ ACEs group was identified.
Findings from Research Questions
Research Question #1: Do mean symptom changes vary between ACE groups?
In constructing the research questions for this study, the researcher was interested in
examining whether a history of childhood maltreatment impacted the effectiveness of
psychotherapy given the reliable effects on neurological development that such experiences
exert. The concept of psychotherapy effectiveness was subdivided into symptom reduction and
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attrition, and the construct of symptom reduction was further subdivided into reduction in
depression and anxiety symptoms. The first research question focused on symptom reduction and
stated:
Research Question 1: Do individuals who self-report severe childhood maltreatment
experience altered psychotherapy effectiveness, as measured by mean changes in client
symptoms pre- and post- treatment, compared to individuals who report either
mild/moderate levels of childhood maltreatment or no childhood maltreatment?
The null hypothesis for this research question was:
H01: Mean symptom changes do not vary between participants who report mild/moderate
levels of adverse childhood experiences, severe levels of adverse childhood experiences,
and no adverse childhood experiences.
Analysis of the data collected indicated that this null hypothesis must be retained suggesting that
individuals with high ACE scores who completed eight sessions of psychotherapy did not
experience significant differences in symptom reduction as compared to individuals with lower
ACE scores. The mixed-design ANOVA tests did not identify a statistical difference among
ACE groups, and the Spearman’s rho tests of the correlation between ACE groups and
reductions in depression and anxiety scores also did not achieve statistical significance.
Research Question #2: Do dropout rates vary between ACE groups?
The second research question explored in this study focused on client attrition as an
aspect of psychotherapy effectiveness. The higher the rate of psychotherapy attrition, the less
effective psychotherapy is for the entirety of the group that initially sought counseling services.
The second research question examined in this study was:
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Research Question 2: Do individuals who self-report severe childhood maltreatment
experience reduced psychotherapy effectiveness, as measured by frequency of client
dropout from treatment, compared to individuals who report either mild/moderate levels
of childhood maltreatment or no childhood maltreatment?
The corresponding null hypothesis for this research question was:
H02: Dropout rates do not vary between participants who report mild/moderate levels of
adverse childhood experiences, severe levels of adverse childhood experiences, and no
adverse childhood experiences.
Analysis of the data collected indicated that the null hypothesis may be rejected suggesting that
individuals with high ACE scores experienced significant increases in risk of dropout. There was
a statistically significant correlation between ACE group and increases in dropout rate (d = .353,
p = .029) with a medium effect size (Φ = 0.36).
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CHAPTER V
SUMMARY, LIMITATIONS, AND FUTURE RESEARCH
This chapter begins with a summary of the study including the research questions it
explored and the methodology used to study these questions. Then a discussion follows relating
the results of the study to its theoretical foundations discussed in Chapter I, as well as the
literature reviewed in Chapter II. Conclusions and interpretations of the findings are discussed
and areas of agreement and disagreement with existing literature are reviewed. Next,
recommendations are made for counseling practice and research. Finally, limitations of the study
are discussed, and conclusions of the study are presented.
Summary
Recent gains in understanding the effects of childhood maltreatment on the development
of the brain and nervous system, combined with the revelation that nearly all psychiatric
neuroimaging studies have had an unrecognized confound in childhood maltreatment (Teicher &
Samson, 2016), imply the possibility that psychotherapy treatment effectiveness studies have
been similarly confounded by childhood maltreatment. Childhood maltreatment can change the
development of brain structures and functions that are responsible for risk and safety appraisal
(Hart et al., 2018) reward anticipation (Teicher, Samson, Anderson, & Ohashi, 2016), and result
in enduring difficulties regulating emotional responses throughout life (van der Kolk, 2016). The
changes may have a negative impact on the counseling process and therefore confound
psychotherapy research when not controlled for.
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Maltreated individuals seeking treatment for mental health disorders may enter into a
professional therapeutic relationship with a counselor or therapist with an underlying, but
unidentified, impairment in their ability to accurately assess risk and feel safe in interpersonal
relationships. When an individual seeking counseling services has an impairment in their ability
to establish a high-quality trusting relationship, then this therapeutic factor may be diminished or
absent altogether resulting in the therapist unknowingly utilizing treatment modalities that are
compromised in their effectiveness (Laska et al., 2014; Weinberger & Rasco, 2007). Maltreated
individuals are also more likely to have difficulty tolerating exposure to problematic material in
counseling sessions due to this impairment in emotion regulation, and therefore also have a
decreased probability of experiencing mastery or control over such counseling experiences as
compared to individuals who have not experienced childhood maltreatment (Lippard &
Nemeroff, 2020; Teicher & Samson, 2016). Such experiences, combined with diminished ability
to anticipate the future rewards of completing psychotherapy may render the counseling process
intolerable for some maltreated individuals.
In addition, individuals exposed to childhood maltreatment may be more likely than the
general population to seek counseling services to begin with due to their higher prevalence of
mental illness including depression, anxiety, substance abuse, suicidality (Lippard & Nemeroff,
2020), PTSD (Teicher & Samson, 2013), personality disorder (Waxman et al., 2014), and
psychosis (Bendall et al., 2008). Individuals who are exposed to childhood maltreatment may
experience changes in their neurological development that increase their risk of
psychopathology, thereby increasing the probability they will seek counseling services, and
simultaneously impairing their ability to establish a therapeutic relationship with their counselor
or experience mastery and control when they engage with painful or frightening material. In
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short, it appears likely that alterations in brain development resulting from child maltreatment
may increase the probability that an individual needs counseling services and simultaneously
may diminish the effectiveness of those counseling services as compared to the treatment
experiences of non-maltreated individuals.
This study examined whether treatment-seeking adults exposed to childhood
maltreatment responded differently to psychotherapy in adulthood than did individuals who
report no history of childhood maltreatment. Response to therapy was conceptualized as a
combination of reduction in depression and anxiety symptom measures pre and post treatment,
and client dropout. It was hypothesized that people with a history of childhood maltreatment
experience psychotherapy differently, and therefore may experience differences in symptom
reduction and be more likely to drop out of treatment, than people with no history of childhood
maltreatment.
Psychotherapy effectiveness was conceptually divided into two components in this study:
(a) changes in depression and anxiety symptoms from pre- to post- treatment, and (b) client
attrition rate. To this end, two questions were examined. First, does prior exposure to childhood
maltreatment alter psychotherapy effectiveness in adulthood as measured by symptom changes?
This first research question was formally stated as:
Do individuals who self-report severe childhood maltreatment experience altered
psychotherapy effectiveness, as measured by mean changes in client symptoms pre- and
post- treatment, compared to individuals who report either mild/moderate levels of
childhood maltreatment or no childhood maltreatment?
The researcher hypothesized that individuals exposed to severe levels of childhood maltreatment
will report mean pre- and post- differences in symptom measures for anxiety and depression after
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eight weeks of psychotherapy treatment as compared to individuals who report either
mild/moderate levels of childhood maltreatment or no childhood maltreatment.
Second, does prior exposure to childhood maltreatment change the likelihood of dropping
out of psychotherapy in adulthood? Statistical analysis of this relationships will address the
second research question:
Do individuals who self-report severe childhood maltreatment experience reduced
psychotherapy effectiveness, as measured by frequency of client drop out from treatment,
compared to individuals who report either mild/moderate levels of childhood
maltreatment or no childhood maltreatment?
The researcher hypothesized that individuals exposed to severe levels of childhood maltreatment
will drop out of therapy at a higher rate than people who report mild/moderate levels of
childhood maltreatment or no childhood maltreatment. If treatment seeking adults who report
exposure to maltreatment in childhood experience differing levels of symptom reduction or drop
out of psychotherapy at higher rates than individuals who report no history of childhood
maltreatment, then prior exposure to childhood maltreatment may confound the effectiveness of
psychotherapy in adulthood.
The study used a causal-comparative design to study the influence of participant’s past
exposure to childhood maltreatment on the two dependent variables related to counseling
effectiveness, symptom change and dropout rate. Anxiety and depression symptom changes were
measured pre- and post-treatment using DSM-5 PROMIS self-report measures and analyzed
using a mixed-design ANOVA and a Spearman’s rho test. Dropout was defined as failure to
complete eight sessions of counseling and was analyzed using a Somers’ d test. Forty individuals
entered into the study, and after three exclusions a total of 37 participants were included in the
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sample for analysis. The study found a statistically significant increase in dropout rate for the
group of participants whose ACE score was four or greater (d = .353, p = .029). Depression and
anxiety symptoms were not found to significantly vary between groups, however participants in
the 4+ ACEs group had a moderate correlation with increased reductions in anxiety symptoms
that approached significance (ρ(18) = .445, p = .064).
These data provide support for the theory that when an individual seeking counseling
services has experienced childhood maltreatment, then they may have unrecognized impairments
in their: (a) assessment of threat and safety, (b) ability to regulate their emotions, and (c) ability
to anticipate future rewards (Lippard & Nemeroff, 2020; Teicher & Samson, 2016). These
impairments can disrupt three important common factors of psychotherapy: (a) establishing a
high-quality trusting relationship, (b) confronting problematic material via exposure, and (c)
experiencing of mastery or control over these exposure experiences (Laska et al., 2014;
Weinberger & Rasco, 2007). These disruptions may cause the individual to feel less safe in
counseling, feel more dysregulated during interventions that access problematic material, and fail
to experience a sense of mastery or control during such interventions. This may cause the
individual to question whether psychotherapy will yield rewards in the future. Therefore, it
appears likely that alterations in brain development resulting from childhood maltreatment may
increase the probability that such individual’s dropout of therapy at higher rates than individuals
who did not experience childhood maltreatment.
The data from this study also suggest that when individuals who experienced childhood
maltreatment complete at least eight sessions of psychotherapy, then they experience reductions
in their depression and anxiety symptoms that are equivalent to reductions experienced by
individuals who did not experience childhood maltreatment. This is in contrast to psychotherapy
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effectiveness studies that have reported poor treatment outcomes for individuals who
experienced childhood maltreatment (Grote et al., 2012; Harkness et al., 2012; Nanni et al.,
2012). Participants in this study showed no statistically significant differences in symptoms
reduction between ACE groups.
Discussion
The fundamental question explored in this study is whether psychotherapy effectiveness
differs for individuals who experienced severe levels of childhood adversity as compared to
those individuals who did not experience childhood adversity. There has been little research that
examines to the relationship between childhood adversity and psychotherapy effectiveness. Most
psychotherapy effectiveness studies have not controlled for childhood maltreatment, so little is
known about the effects that exposure to childhood maltreatment have on individuals who seek
counseling services in adulthood. Teicher & Samson (2016) suggested that childhood
maltreatment has been an unrecognized confound on nearly all psychiatric neuroimaging studies
which implies the possibility that existing studies of psychotherapy effectiveness are confounded
as well. The goal of this study was to determine if there is evidence to suggest that exposure to
childhood maltreatment alters the effectiveness of psychotherapy in adulthood.
ACE Effects on Symptom Severity
Earlier studies suggested that individuals who experienced childhood maltreatment have
more severe symptoms on average. Grote et al. (2012) found that women with more childhood
trauma entered their study with higher levels of depression severity. Harkness et al. (2012) found
that women with more childhood trauma entered the study with higher levels of depression
severity. Schaefer et al. (2017) found that multiple childhood victimizations increased mean
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pathology scores in a dose-response pattern that paralleled similar findings in the Adverse
Childhood Experiences study (Felitti et al., 1998). The present study adds additional evidence to
support these findings. Pre-treatment mean depression and anxiety scores were higher for the 1 –
3 ACEs and 4+ ACEs groups in this study as compared to the No ACEs group as seen in Table
2. These differences in mean pre-treatment symptom scores were statistically significant for both
depression (ρ(37) = .45, p = .005) and anxiety ( ρ(37) = .43, p = .009).
The practical significant of these differences can be seen when the interpretation
guidance from the PROMIS assessment measures of depression and anxiety is considered. The
T-scores are interpreted on both instruments as follows:
Less than 55 = None to slight
55.0—59.9 = Mild
60.0—69.9 = Moderate
70 and over = Severe
The pre-treatment means for the No ACEs and 1 - 3 ACEs groups both fell within the “mild”
range, but the mean pre-treatment scores of the 4+ ACEs group fell into the higher “moderate”
severity range (HealthMeasures, 2021).
Table 2
Pre- and Post- Treatment Symptom Mean Scores by ACE group
Symptom Measure
Depression
Pre-treatment
Post-treatment
Anxiety
Pre-treatment
Post-treatment

No ACEs

ACE Group
1 – 3 ACEs

4+ ACEs

56.86
50.26

56.57
49.46

60.97
50.85

60.32
56.82

64.24
56.07

63.58
53.75
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ACE Predicts Need for Treatment
A number of studies have suggested that individuals exposed to childhood maltreatment
have higher risk of experiencing psychopathology in adulthood. For example, Felitti & Anda
(2006) reported that individuals with ACE scores of four or greater were found to have an
increased risk of both anxiety and depression among other mental health disorders. The study by
Teicher, Samson, Anderson and Ohashi (2016) indicated that exposure to one or more ACEs
constitute 54% of the population attributable risk (PAR) for depression. In addition, Schaefer et
al. (2017) found a significant relationship between all types of victimization and adult
psychopathology including internalizing, externalizing, and thought disorders.
The present study was organized into groups of individuals with increasing ACE scores.
Interestingly, the composition of the ACE groups in the present study differed from the
composition of those same groups in the normal population. Though analysis of these differences
was not part of the present study, these differences are important to note. A meta-analysis of
ACE studies by Hughes et al. (2017) reviewed 37 articles with over 250,000 combined
participants across nine countries and found that 43% of participants reported zero ACEs, 44%
reported one to three ACEs, and 13% reported four or more ACEs. However, the present study’s
distribution of participants across these same ACE groupings was different with 18.9% of
participants reported zero ACEs, 29.7% reported one to three ACEs, and 51.4% reported four or
more ACEs. In the sample for this study, the frequency of participants reporting an ACE score of
four or more was more than three times greater than the frequency reported in the Hughes et al.
meta- analysis as seen in Table 3. These data would suggest that individuals seeking treatment in
this study are likely to have higher ACE scores than the general population. These data also
support other studies suggesting that individuals with childhood maltreatment have higher rates
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of psychopathology (Ball & Links, 2009; MacMillan et al., 2001; Teicher & Samson, 2016;
Teicher, Samson, Anderson, & Ohashi, 2016; Uddin et al., 2013) and therefore seek counseling
services at higher rates.
ACE Effects on Symptom Reduction
For the present study, psychotherapy effectiveness was subdivided into symptom
reduction and dropout, and the first research question studied examined whether individuals who
self-report severe childhood maltreatment experience altered psychotherapy effectiveness, as
measured by mean changes in client symptoms pre- and post- treatment, compared to individuals
who report either mild/moderate levels of childhood maltreatment or no childhood maltreatment.
Prior research has been mixed about the effects of childhood maltreatment on symptom
reduction. For example, the study by Spinhoven et al. (2009) found that individuals with a
history of sexual abuse who were treated with psychotherapy (CBT or TAU) reported therapeutic
gains with a very large effect size (d = 1.21) as compared to the therapeutic gains for nonsexually abused individuals which were small to moderate (d = 0.39). On the other hand, a metaanalysis by Nanni et al. (2012) examined 10 clinical trials
Table 3
Comparison of ACE Group Composition Between Studies
ACE Group

Hughes et al. (2017)
Present Study
%
%
No ACEs
43.0
18.9
1 - 3 ACEs
44.0
29.7
4+ ACEs
13.0
51.4
Note: Group composition percentages between the Hughes et al. (2017) study and the present
study are presented by ACE group.
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of depression treatment and found that childhood maltreatment was associated with lack of
response or remission.
The present study examined participant response to psychotherapy for depression and
anxiety symptoms. Overall, participants across all ACE groups reported significant reductions in
depression with a large effect size, F(1.00, 15.00) = 27.37, p < .001, partial η2 = .65. Table 2
displays the mean scores post-treatment for depression by ACE group. Post-treatment depression
symptoms for all ACE groups reduced to nearly identical scores ranging between 49.45 and
50.85 which are well below the PROMIS assessment instrument’s minimum cut-off score of 55
for depression. There were no significant differences found in depression symptom reduction
between ACE groups. Participants who completed eight sessions of psychotherapy experienced
practically and statically significant reductions in depression regardless of the number of ACEs
they reported. Treatment completers with childhood maltreatment in this study appear to have
either (a) overcome the theorized neurological impairments resulting from childhood
maltreatment, or (b) represent a sub-group of participants who did not experience such
impairments, perhaps due to resilience factors not accounted for in this study.
Post-treatment anxiety symptom scores were somewhat different than those for
depression. Like depression, all ACE groups experienced statistically significant reductions
anxiety with a large effect size, F(1.00, 15.00) = 22.41, p < .001, partial η2 = .60. Differences in
anxiety symptom reduction between ACE groups was not significant, however the small sample
size of treatment completers (n = 18) reduces the power of this study. Due to this small sample
size, a single outlier prevented the results from achieving statistical significance. If the outlier is
removed, then the rest of the participants in the 4+ ACEs group had statistically significant
increases in anxiety symptom reduction (p = .009).
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This was a surprising finding. Though this study used a two-tailed design that assumed
symptom changes may be better or worse for high ACE scorers, the nature of the neurological
changes underlying the theoretical assumptions of this study would imply that individuals with
childhood maltreatment might have more difficulty achieving therapeutic gains. One possible
explanation for these results is that participants with childhood maltreatment in this study were
able to overcome the theorized neurological impairments allowing them to experience a sense of
safe relationship with their counselor. They may have also learned to better regulate their
emotions and experience a sense of mastery or control over exposure to problematic material.
These experiences may have been even more powerful for individuals who experience
maltreatment in childhood and resulted in greater improvement in their anxiety scores.
A future study with a larger sample size might determine that individuals with high-ACE
scores experience greater reductions in anxiety than individuals with zero ACEs. In the present
study, there was medium strength correlation between ACE groups and increases in anxiety
reduction, Spearman’s ρ(18) = .445, p = .064. Participants across all ACE groups who completed
eight session of psychotherapy reported significant reductions in anxiety symptoms, and the
group with the highest ACE scores reported the most improvement of all groups.
Taken together, the results of this study mirror the mixed nature of the literature in this
area. These results suggest that the psychotherapy services provided to clients in this study were
efficacious for those participants who were able to tolerate treatment. The neurological
alterations that can result from childhood maltreatment did not diminish the effectiveness of
treatment for those participants who completed eight sessions. Depression symptoms reduced at
similar rates across ACE groups, but there is some evidence in this study to suggest that anxiety
symptoms may reduce at higher levels for the 4+ ACEs group. These data tend to contradict the
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theory by Teicher & Samson that depression and anxiety may be different ecophenotypes
requiring distinct treatment interventions (Teicher & Samson, 2016). The participants in this
study with significant childhood adversity as measured by ACE score responded as well or better
to the same treatment as did participants who reported zero ACEs. This study suggests that there
is good news for counseling professionals. When high-ACE clients in this study remain in
treatment the likelihood they would improve was similar to that of individuals who did not
experience childhood maltreatment.
ACE Effects on Dropout
The second aspect of psychotherapy effectiveness examined in this study is client
dropout, and the second research question studied examined whether individuals who self-report
severe childhood maltreatment experience reduced psychotherapy effectiveness, as measured by
frequency of client dropout from treatment, compared to individuals who report either
mild/moderate levels of childhood maltreatment or no childhood maltreatment. Research on
client dropout has reported between 25% and 50% of individuals engaging in psychotherapy
services dropout of treatment (Hamilton et al., 2011; Wierzbicki & Pekarik, 1993). Historically,
client dropout from psychotherapy has been viewed as a negative clinical outcome whereas
completing treatment is associated with optimal treatment outcomes (Cooper et al., 2018). The
literature on client dropout reviewed for this study did not include any studies examining the
effects of childhood maltreatment on client dropout.
The present study found a statistically significant relationship between ACE group and
client dropout with a medium effect size, d = .353, p = .029, Φ = 0.36. These data suggest that
clients with high ACE scores have a higher risk of dropping out of treatment. The neurological
changes that individuals with childhood maltreatment can experience may explain this elevated
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risk. The nature of these childhood-maltreated neurological alterations may leave affected
individuals impaired in their ability to (a) establish trusting relationships, (b) regulate their
emotions when exposed to problematic material in session, and (c) anticipate the long-term
rewards that tolerating feeling unsafe and dysregulated during session may bring in the future.
These impairments negatively impact three common factors of psychotherapy: (a) the quality of
relationship between the individual and practitioner, (b) the ability to confront problematic
material via exposure, and (c) the ability to experience of mastery or control over these exposure
experiences (Laska et al., 2014; Weinberger & Rasco, 2007). The combination of feeling unsafe,
dysregulated emotionally, and unable to experience mastery or control over problematic material
may lead individuals with childhood maltreatment to question the rewards to remaining in
therapy and cause them to dropout at higher rates.
These findings also suggest that past psychotherapy effectiveness studies have an
unrecognized confound in childhood maltreatment. Existing studies that do not control for
childhood maltreatment likely utilized samples that were skewed toward individuals with lower
ACE scores since dropout disproportionately affects individuals with four or more ACEs. These
potential sampling errors may have skewed study results in unknown ways. Future studies of
psychotherapy effectiveness should control for childhood maltreatment as a possible confound
and take steps to ensure their sampling procedures adequately represent individuals with
childhood maltreatment.
Practice and Research Recommendations
The findings in this study indicate that individuals who experienced childhood
maltreatment have a higher risk of dropping out, but if they are able to tolerate treatment then
they experience reductions in depression and anxiety symptoms on par with reductions reported
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by individuals who have not experienced childhood maltreatment. In this study, participants
reporting four or more ACEs dropped out at more than twice the rate as those reporting no
ACEs. Yet, based on the results of this study, individuals who dropped out would likely have
experienced significant decreases in their symptoms had they completed eight sessions of
counseling. Clients who experienced abuse, neglect, and household disfunction in childhood can
enter adulthood with altered nervous systems (Lippard & Nemeroff, 2020; Teicher & Samson,
2016) increasing the risk of psychopathology (Schaefer et al., 2017). These alterations may
increase the likelihood that these individuals will need counseling services (Teicher & Samson,
2013). However, this study suggests that childhood experiences of maltreatment appear to also
increase the risk of dropping out. This was true even though such clients may have experienced
as-good, or better, improvements in their symptoms had they remained in counseling as
compared to clients with no reported history of childhood maltreatment. For individuals with
high ACE scores, the childhood maltreatment that contributed to their psychopathology also
increases the risk that they drop out of treatment. Based on these findings, recommendations for
practice and research are presented next.
Practice Recommendations
1. New counseling clients should be assessed for childhood maltreatment. The findings of
this study should inform counselors that clients with a history of four or more adverse childhood
experiences have an elevated risk of dropping out of therapy. At-risk clients are identifiable
using the one-page Adverse Childhood Experiences questionnaire. Clients who report an ACE
score of four or greater should be considered at-risk for dropping out of therapy.
2. Counselors should directly assess the quality of their relationship with at-risk clients
during the first eight session of treatment. Clients who score four or higher on The ACE
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Questionnaire may possesses altered neurological systems responsible for threat and safety
assessment. Such changes may impair their client’s ability to establish a high quality relationship
with the counselor and may make it more difficult for clients to tolerate the discomforts of
counseling. Counselors should assess the client’s perception of their relationship with the
counselor using an instrument such as the Session Rating Scale 3.0 (SRS), a four-item clientcompleted measure that requires less than 1 minute to complete and score (Miller et al., 2005).
3. Counselors should employ a trauma informed approach to interventions when working
with at-risk clients. Such client’s may have impairments in their ability to regulate emotions
making it difficult for the client to tolerate exposure to troubling material activated in session.
They may therefore find it difficult to experience mastery or control of such exposure
experiences. Counselors should avoid, whenever possible, retraumatizing at-risk clients through
the activation of frightening or intensely painful material that the client is not yet prepared to
tolerate.
4. Counselors should assume clients who experienced childhood maltreatment will
experience reductions in symptom that are on par with clients who have not experiences
childhood maltreatment. When clients reporting childhood adversity are able to tolerate
treatment and complete at least eight sessions, then they are as likely to experience improvement
in their symptoms as do clients with no history of childhood adversity. This study suggests that
clients with high ACE score (4 or greater) may experience even greater improvements in their
anxiety symptoms than clients with no ACEs when those clients complete at least eight sessions
of psychotherapy.
5. Clients should be informed about their elevated risk for dropping out of treatment, and
the efficacy of treatment for those who remain in therapy. One simple strategy to mitigate at-risk
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client dropout is to educate at-risk clients on their increased risk, and the neurological basis for
that risk. Counselors should also educate at-risk clients on the strong likelihood of their
experiencing reductions in their symptoms if they remain in therapy for at least eight sessions.
6. Counselors should advocate for new national, state, and community programs and
policies aimed at early intervention. Programs that increase education about childhood
maltreatment and its enduring effects should be promoted at the federal, state, and community
level. Increased childhood screening for maltreatment combined with effective parental
interventions and support should also be encouraged. Programs aimed at mitigating that impact
of childhood maltreatment on children should be developed.
Research Recommendations
1. Counseling and psychotherapy researchers should control for childhood maltreatment.
Counselors, and more broadly the whole of psychotherapy research, must begin to reckon with
the possible impact of childhood maltreatment on our clients, therapy, and field. If the results of
this research accurately reflect the reality of individuals seeking psychotherapy services, then it
is probable that psychotherapy effectiveness studies that do not control for childhood
maltreatment are confounded. Such studies typically remove participants who drop out, so the
samples they collect may be skewed toward people with lower ACE scores.
2. Researchers should directly study how individuals who experienced childhood
maltreatment respond to specific psychotherapy modalities. Little is known about how high-ACE
populations respond to specific types of therapy, so it is difficult to know if some counseling
modalities are more effective than others for this group of clients.
3. Researchers should develop and test specialized treatment strategies to mitigate the
risk of dropping out of therapy for high-ACE individuals who seek counseling services. Practical
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and effective methods for assessing childhood maltreatment should be developed for counselors
to enable them to more reliably identify at-risk clients who seek their services. Mitigation
strategies should be developed and tested, and best practices established in order to aid
counselors in reducing high-ACE related dropout.
4. This research should be replicated. The present study was limited to a sample of
participants seeking treatment in a single counseling center. Furthermore, the counselors
providing psychotherapy services were limited to students from a single graduate counseling
program. Additional study is needed that samples a broader base of clients regionally or
nationally. Also, more diverse groups of therapists from varied educational backgrounds and
licensure statuses should be studied. Additional studies will also enable researchers to make use
of meta-analysis techniques to aggregate observations across studies and increase statistical
power. Such meta-analysis would improve the fields understanding of the effect size of
childhood maltreatment on psychotherapy effectiveness.
5. Researchers should study mediators and moderators of dropout. It is also important to
determine if there are other factors that moderate between childhood maltreatment and dropout
from therapy. For example, this study used only two measures of symptoms: pre- and posttreatment. A study of high-ACE participations that takes more frequent measures of depression
and anxiety might determine if there is an increase in one or both symptoms that mediates or
moderates dropout from therapy.
6. Researchers should develop more direct assessment instruments to detect and measure
the client impairments that are posited to develop from childhood maltreatment. Assessing for
childhood maltreatment is an indirect measure of the neurological changes that lead impairments
that affect psychotherapy effectiveness. The ability to reliably measure this phenomenon directly
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would increase the ability to research it and improve the field’s treatment of this set of
symptoms.
Limitations
Some limitations of this study should be noted. First, data were correlational, so no firm
conclusions about causality can be made. Second, the study lacked power due to a small sample
size (n = 37). Third, although the graduate counseling students providing psychotherapy services
in the study received weekly supervision, treatment manuals were not used, and therapy sessions
were not directly observed by clinical supervisors. For these reasons treatment protocols
employed may not have been identical. Fourth, retrospective assessment of childhood
maltreatment is not without controversy. This study operationally defined childhood
maltreatment using the ACE questionnaire. Although it is clear that the ACE questionnaire
measures something, and that something is strongly correlated to a host of negative health
outcomes (Anda et al., 2006; Edmiston et al., 2011; Felitti et al., 1998; Hughes et al., 2017;
Lippard & Nemeroff, 2020), there is some evidence suggesting that it is possible that
retrospective measures of childhood maltreatment may assess a different construct (Reuben et
al., 2016). Other data suggest such retrospective measures are appropriate assessments of
childhood adversity (Baldwin et al., 2019; Fergusson et al., 2011; Newbury et al., 2018; Scott et
al., 2012). Fifth, even assuming the ACE questionnaire measures what it purports, it is an
indirect measure of the posited neurological differences thought to occur in individuals who
experience childhood maltreatment. Neurological differences that underly the theoretical
assumptions of this study are assumed to be the origin of treatment effects.
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Conclusion
Advances in psychiatric neuroimaging studies have informed counselors, and the mental
health field, that childhood maltreatment results in alterations in the development of neurological
systems responsible for, among others, threat and safety assessment, emotion regulation, and
reward anticipation. Past studies of psychotherapy effectiveness have not controlled for
childhood maltreatment, nor have they studied the impact of childhood maltreatment on
psychotherapy. This study has identified that individuals with childhood maltreatment have an
elevated risk of dropping out of therapy, but that those who successfully tolerate treatment
achieve comparable outcomes to individuals with no childhood maltreatment.
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Mississippi State University
Informed Consent Form for Participation in Research

IRB Approval Number: IRB-20-087
Title of Research Study: The effects of exposure to childhood maltreatment on adult counseling
outcomes
Study Site: The Counseling Center at RTS, Reformed Theological Seminary, 5422 Clinton Blvd,
Jackson, MS 39209
Researchers: Dr. Kathy Dooley, Mississippi State University. Michael Hillerman, Mississippi State
University & Reformed Theological Seminary
Purpose
The purpose of this research is to investigate whether individuals who report exposure to childhood
maltreatment (CM) experience different psychotherapy outcomes when compared to individuals who
report no exposure to childhood maltreatment. This study addresses two research questions:
Research Question 1: Do individuals who self -report significant levels of childhood maltreatment
experience reduced psychotherapy effectiveness, as measured by mean changes in client symptoms
pre- and post- treatment, compared to individuals who report little or no childhood maltreatment?
Research Question 2: Do individuals who self -report significant levels of childhood maltreatment
experience reduced psychotherapy effectiveness, as measured by frequency of cl ient drop out
from treatment, compared to individuals who report little or no childhood maltreatment?
Procedures

This will be a mixed methods study and will be performed on individuals seeking mental health services
for depression, anxiety or post-traumatic stress disorder (PTSD) from graduate student interns at the
counseling center operated by Reformed Theological Seminary in Jackson, MS. New clients to the
center seeking treatment for depression , anxiety or PTSD will be invited to participate in this study and
will be offered a discounted fee. The clients who agree to participate will be screened by counseling
center staff for childhood maltreatment using the Adverse Childhood Experience (ACE) Questionnaire
(Felitti et al., 1998). A treatment group made up of individuals reporting an ACE score greater than zero
will be created as well as a control group of individuals seeking counseling services for depression,
anxiety or PTSD who report an ACE score of zero.
Each group will undergo 8 sessions of counseling for either depression, anxiety or PTSD
performed by graduate student-counselors in either in-person sessions or via HIPAA-compliant video
conferencing sessions. To establish baseline symptomology all participants will be assessed at intake
with either the DSM-5 Severity Measure for Depression—Adult (PROMIS- SF-Depression), the DSM-
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5 Severity Measure for Anxiety—Adult (PROMIS-SF-Anxiety), or the PTSD Checklist for DSM-5 (PCL5) each empirically supported assessments with high validity and reliability (Clark & Kuhl, 2014;
Pilkonis et al., 2014; Pilkonis et al., 2011; Weathers et al., 2013). Individuals will be assessed again at
follow-up after the conclusion of treatment using the same measures.
An interview protocol will be used to interview all participants at the end of the study, and these
interviews will be analyzed for themes that influenced whether the individual completed or dropped out
of treatment.
Risks or Discomforts

Participants in this study have already decided to seek counseling services for depression, anxiety or
PTSD at the counseling center. This study will add an intake session in which the participants will be
assessed for exposure to adverse childhood experiences (ACE). Included in the ACE assessment are
questions asking if the participant ever experienced physical or sexual abuse. Such questions may, in
some people, stimulate distressing feelings.
Participants will be informed that they free to not answer questions on this assessment, not complete
the ACE questionnaire, or discontinue participation in the study at any time. The research assistant
who will administer this questionnaire is trained clinical mental health counselor who will inquire about
any distressing feelings and attend to the participant's emotional needs as necessary.
Benefits

Participants may benefit from discussing their adverse childhood experiences early in the counseling
process. Client's sometimes avoid discussing these experiences until later in counseling. The
experience of being asked about them at intake may establish that such topics are important and
acceptable to discuss at the beginning of the counseling process.
This study may contribute to the counseling field's understanding of the impact of adverse childhood
experiences on adult experiences of mental health counseling. If adults with such historical exposure
to adversity respond differently to counseling that those without adverse childhood experiences, then
it may be necessary to screen for such exposure as standard practice in the counseling field and to
develop interventions and therapies specifically for this population.
Incentive to participate

Participants will receive a $5 reduction in the standard session fee for counseling services at the center.
You are responsible for paying any state, federal, Social Security or other taxes on the payments you
receive exceeding $600. You will receive a form 1099 in January of the year
following your participation in this study. This form is also sent to the IRS to report any money paid to
you. No taxes are kept from your payment.
Confidentiality

For all participants who complete symptom measures of depression and anxiety, some data collected in
this study will be provided to the counselor assigned to the participant, and to the counselor's clinical
supervisor. The participant's completed depression and/or anxiety symptom measures will be included in
the participant's case file in the clinic.
Please note that these records will be held by a state entity and therefore are subject to disclosure if
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required by law. Research information may be shared with the MSU Institutional Review Board (IRB)
and the Office for Human Research Protections (OHRP) and others who are responsible for ensuring
compliance with laws and regulations related to research, including people on behalf of Reformed
Theological Seminary. The information from the research may be published for scientific purposes;
however, your identity will not be given out.
The sponsor of this study Reformed Theological Seminary will also have access to the records of the
research.
Questions
If you have any questions about this research project or want to provide input, please feel free to
contact Michael Hillerman at 601-874-3829 or Dr. Kathy Dooley at 662-312-7347.
For questions regarding your rights as a research participant or to request information, please feel
free to contact the MSU Human Research Protection Program (HRPP) by e-mail at
irb@research.msstate.edu, or visit our participant page on the website at
https://www.orc.msstate.edu/human-subjects/participant-information.
To report problems, concerns, or complaints pertaining to your involvement in this research study, you
may do so anonymously by contacting the MSU Ethics Line at http://www.msstate.ethicspoint.com/.
Voluntary Participation
Please understand that your participation is voluntary. Your refusal to participate will involve no penalty or
loss of benefits to which you are otherwise entitled. You may discontinue your participation at any time
without penalty or loss of benefits.

Please take all the time you need to read through this document and decide whether you
would like to participate in this research study.

If you agree to participate in this research study, please sign below. You will be given a copy of
this form for your records.

Participant Signature

Date

Investigator Signature

Date

Research Participant Satisfaction Survey
In an effort to ensure ongoing protections of human subjects participating in research, the MSU HRPP would like
for research participants to complete this anonymous survey to let us know about your experience. Your opinion is
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important, and your responses will help us evaluate the process for participation in research studies.
https://www.surveymonkey.com/r/M5M95YF
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Adverse Childhood Experiences (ACE)
While you were growing up, during your first 18 years of life:
1. Did a parent or other adult in the household often or very often…
Swear at you, insult you, put you down, or humiliate you?
or
Act in a way that made you afraid that you might be physically hurt?

 YES  NO
If yes, enter 1 →

____

2. Did a parent or other adult in the household often or very often…
Push, grab, slap, or throw something at you?
or
Ever hit you so hard that you had marks or were injured?

 YES  NO
If yes, enter 1 →

____

3. Did an adult or person at least five years older than you ever…
Touch or fondle you or have you touch their body in a sexual way?
or
Attempt or actually have oral, anal, or vaginal intercourse with you?

 YES  NO
If yes, enter 1 →

____

4. Did you often or very often feel that…
No one in your family loved you or thought you were important or special?
or
Your family didn’t look out for each other, feel close to each other, or support each other?

 YES  NO
If yes, enter 1 →

____

5. Did you often or very often feel that …
You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you?
or
Your parents were too drunk or high to take care of you or take you to the doctor if you needed it?

 YES  NO
If yes, enter 1 →

____

6. Were your parents ever separated or divorced?

 YES  NO
If yes, enter 1 →

____

7. Was your mother or stepmother:
Often or very often pushed, grabbed, slapped, or had something thrown at her?
or
Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with something hard?
or
Ever repeatedly hit at least a few minutes or threatened with a gun or knife?

 YES  NO
If yes, enter 1 →

____

8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs?

 YES  NO
If yes, enter 1 →

____

 YES  NO
If yes, enter 1 →

____

 YES  NO
If yes, enter 1 →

____

Add up your
“YES” answers:

____

9. Was a household member depressed or mentally ill, or did a household member attempt suicide?

10. Did a household member go to prison?
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Elaine <ewei@colled.msstate.edu>
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on Psychotherapy Effectiveness and Attrition:Implications for Counselors
Protocol ID: IRB-20-087
Principal Investigator: Kathy Dooley
Protocol Title: The Effect of Childhood Maltreatment on Psychotherapy Effectiveness and Attrition:Implications for
Counselors
Review Type: EXPEDITED
Approval Date: February 10, 2022
Expiration Date:September 20, 2025
**This is a system-generated email. Please DO NOT REPLY to this email. If you have questions, please contact your
HRPP administrator directly.**
The above referenced study has been approved. *For Expedited and Full Board approved studies, you are
REQUIRED to use the current, stamped versions of your approved consent, assent, parental permission and
recruitment documents.*
To access your approval documents, log into myProtocol and click on the protocol number to open the approved
study. Your official approval letter can be found under the Event History section. All stamped documents (e.g.,
consent, recruitment) can be found in the Attachment section and are labeled accordingly.
If you have any questions that the HRPP can assist you in answering, please do not hesitate to contact us at
irb@research.msstate.edu or 662.325.5220.
Please take a minute to tell us about your experience in the survey below.
https://msstate.co1.qualtrics.com/jfe/form/SV_9AeDZP2nfRHV6ei
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Practicum & Internship Supervision Contract
at The Counseling Center at RTS

Student__________________________ Supervisor__________________________ Date____________
 Practicum
Spring

 Internship-1

 Internship-2

Summer

Fall

 Internship-3
Spring

This contract serves to formalize the professional relationship and responsibilities between supervisors
and supervisees at The Counseling Center at RTS.

A. Purpose
The purpose of supervision is to prepare competent counselors. Competence is defined as “the
habitual and judicious use of communication, knowledge, technical skills, clinical reasoning,
emotions, values, and reflection in daily practice for the benefit of the individual and community
being served.”
B. Goals and Objectives
1. Oversee and ensure welfare of clients seen by the supervisee.
2. Facilitate development of the supervisee’s professional counselor identity and competence
throughout their study in the Master of Arts in Counseling program at RTS.
3. Evaluate the supervisee’s performance and provide feedback. In collaboration with the RTS
Master of Arts in Counseling faculty, the supervisor(s) determine if the supervisee are
competent to practice clinical professional counseling.
4. Fulfill the clinical requirements of the Master of Arts in Counseling program in order to
successfully complete the program.
C. Context of Services
1. In dyadic pairs, the supervisee will meet face-to-face with a supervisor for one hour of individual
supervision weekly.
2. Supervision will include regular review of clinical documentation, video recordings of the
supervisee’s counseling, and discussion of cases.
3. The Counseling Center at RTS will provide the supervisee with one of the supervisors on staff,
and the supervisee will change supervisors at the beginning of each internship term.
D. Supervision Model and Approach
The supervisor uses a learning-based model of supervision that emphasizes establishing an alliance
building environment in which the supervisee can develop their intervention, conceptualization and
personalization skills. Supervision will be a mixture of case review, collaborative problem solving, chart
review and support. The supervisor will serve in the roles of teacher, counselor, consultant, and
evaluator. Supervision will include accountability to professional ethics and best practice principles. This
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process may include examination of your objectivity and professional boundaries with clients, detailed
focus on your personal awareness, the importance of establishing and maintaining trust of clients, and
journeying with clients towards the therapeutic goals that make sense to the client. The supervisor
strives to create a space in which the supervisee can look at their skills, become exposed to new ideas,
and implement those new ideas to enable clinical growth and development. Supervision is also the time
to address issues such as transference/ countertransference and multicultural counseling competence
that may affect your work with clients. Even though Supervision is never intended to be a personal
counseling session, discussing personal issues that affect your ability to effectively work with your clients
is encouraged.
E. Method of Evaluation
1. Feedback will be provided verbally by the supervisor during each session.
2. Summative and Formative Student Counselor Outcome Rating (SCOR) evaluations will be
completed by the supervisor and reviewed with the supervisee at the middle and end of each
supervision term respectively.
3. In the event that the supervisor deems the supervisee is not providing a minimum standard of
client care, the supervisee and RTS MAC program will be notified verbally and in writing.
F. Supervisor Duties and Responsibilities As your supervisor I will do the following:
1. Provide one hour of individual supervision weekly with you, the supervisee, based on the
schedule created by the Director of the Counseling Center. If the weekly session is missed, up to
two absences will be excused. Following two absences, I will be required to make up the missed
supervision session(s).
2. Adhere to ACA’s Code of Ethics and Standards of practice, and I will help you, the supervisee,
with the awareness of and application of the ethical principles and standards.
3. Maintain a professional association membership (either with ACA or AMHCA) that I keep
current.
4. Regularly review recordings of the supervisee’s counseling sessions.
5. Focus on three primary areas: client care, your personal development as a professional and the
development of your clinical skills. As part of this concentration, I will help you, the supervisee
with developing skills in the areas of case conceptualization, selecting and applying specific
counseling techniques, understanding developmental issues, managing transference and
countertransference, making DSM-5 diagnoses, and identifying areas (e.g., processes, types of
clients, or skills) with which you may have difficulty.
6. Evaluate your performance and provide you with feedback in an ongoing fashion following the
Methods of Evaluation outlined above. At the end of each supervision term, I will submit a
recommended grade to your group supervisor for their final approval.
7. Ensure that you, the supervisee, are practicing within the scope of your training. If we determine
that a case is outside your limits of competency or is too complicated for your level of skill, we
will refer this case to another agency.
8. Review your treatment plans and progress notes on a weekly basis .
G. Supervisee Duties and Responsibilities As the supervisee you will do the following:
1. Attend one hour of individual supervision in a dyadic pair based on the assignment and schedule
created by the Director of the Counseling Center. If the weekly session is missed, up to two
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2.
3.
4.

5.

absences will be excused. Following two absences, I will be required to make up the missed
supervision session(s) with my supervisor or another available supervisor.
Adhere to ACA’s Code of Ethics and Standards of practice.
Maintain professional liability insurance and a professional association membership (either with
ACA or AMHCA) that I keep current.
Be prepared at each supervision session with case information and counseling video clips ready
to present. This includes specific concerns I may have about a case or counseling session that I
need to discuss with the supervisor.
Inform my supervisor and the Director of the Counseling Center of any of the following
occurrences immediately after they occur:
a. Incidents of violence, abuse, or neglect.
b. Client disclosure of thoughts regarding violence to others.
c. Suicidal thoughts or intent of a client.
d. Supervisee confusion on, or breach of, professional boundaries (e.g. dual roles, sexual
attraction).
e. Any known violations of confidentiality and/or client rights.
f.

6.

Reports of abuse or neglect to DHS.

Act in accordance with the policies and procedures of the Counseling Center at RTS as they are
presented in the Center’s Handbook.

H. Terms of the Contract
I, ___________________________________, student counselor and supervisee at The Counseling
Center have read the provided description of supervision services and the duties and responsibilities
that both I and my supervisor are expected to maintain.
As supervisor and supervisee signing below, we agree to the best of our ability to uphold the directives
specified in this supervision contract and to conduct our professional behavior according to the ethical
principles of our professional association.

________________________________

____________________________________

Supervisee Signature

Supervisor Signature

________________

________________

Date

Date
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